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ULCERATIVE COLITIS.’ 


By E. S. R. 
Melbourne. 


ULCERATIVE COLITIS does not appear to be related to the 
infective forms of colitis. It is rare in the tropics and 
does not occur in epidemics, and it has possessed a familial 
incidence only once in a personal series of 128 cases. 
Pathologists.and physicians at Guy’s Hospital were the 
first to recognize the non-infective nature of the disease and 
gave it the name of “ulcerative colitis”. However, it is not 
altogether satisfactory because ulceration is not constant 
and the rectum is almost always involved. Non-specific 
procto-colitis is a more suitable term. 


Present Series. 


The present series. of 128 cases is an unselected one. All 
patients have been observed in Melbourne since 1950. Cases 
seen only in the out-patient department of the Royal 
Melbourne Hospital have been omitted because of their 
unsatisfactory follow-up records. There were 58 males and 
70 females. The youngest and oldest patients were males, 
aged nine years and 74 years respectively. Most amgeay 
were aged between 20 and 50 years. 


1Lecture given in Auckland for the Auckland Post-Graduate 
-Committee, November 27, 1957. 


The series has been subdivided into three clinical 
groups; mild (61 cases), chronic severe ™ cases) and. 
acute severe (12. cases).. 


Mild Cases: 


This is the largest group. Patients have mild symptoms 
and definite signs, but as a rule seek no special treatment. 
They do not require surgical treatment and hence patho- 
logical. material is not available for complete studies. 
However, mild forms of the inflammation are seen in 
proctitis and in the zone of transition between the normal 
and inflamed mucosa in more severe forms of proato- 
colitis. The mucous membrane is diffusely red, friable and 
a little thickeried. Microscopically, the earliest lesion 
seems to be in the base of the crypts where polymorphs 
pass between the lining cells to accumulate within the 
lumen of the crypt. The cytoplasm .of the basal cells 
becomes vacuolated, and nuclei exhibit degenerative 
ehanges. ‘Small erosions appear in the epithelium, and red 
blood cells ‘and serum: join the polymorphs accumulated 
in the crypt. to form a “erypt abscess”. 

In 43 cases the inflammation was limited to the rectum, 
or to the rectum and recto-sigmoid section (proctitis), and 
in 18 the more proximal colon was involved (procto- 
colitis). The external appearance of the bowel was normal, 
and the lumen’ was readily distensible. Radiologically the, 
function appeared’ normal. 

‘There. were 26 males and..35 females. The highest, 
incidence was in those patients in the fourth decade, 
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Symptoms were mild. Usually advice was sought on 
account of the blood in the motions. Several semi-formed 
motions a day were the rule. Griping abdominal pain was 
absent or minimal in severity. These patients were of 
healthy appearance and general physical examination 
showed them to be normal. Sigmoidoscopy revealed diffuse 
inflammation of the rectal and sigmoidal mucosa. If the 
upper level of the lesion could be reached with the 
sigmoidoscope it was classified as proctitis, and a barium 
clysma X-ray examination was not performed. If the 
upper level could not be located it was classified as procto- 
colitis, and a barium clysma X-ray examination was per- 
formed, but it generally gave normal findings. 

Venereal proctitis simulated the non-specific form. How- 
ever, the distribution of the inflammatory changes in the 
mucosa in venereal proctitis was uneven, and on occasions 
enlarged glands could be palpated in the hollow of the 
sacrum, 

Patients in this group with mild manifestations were told 

the nature of the disease and were reassured that malig- 
nancy was not present. This satisfied the majority because 
the disease tended to appear at an age when the word 
“cancer” has special significance. In most instances no 
other treatment was necessary. 
_ Increased hours of sleep, a low-residual diet and the 
occasional insertion of bland suppositories, such as 
mercurochrome, proved useful in a number of the more 
resistant patients. 

Antibiotics did not exert any permanent effect.on the 
disease. The administration of ACTH and cortisone did 
not appear justified until their efficacy or otherwise had 
been determined by scientific investigation. 

Psychotherapy appeared to be a useless method of treat- 
ment. It may not even be harmless as it may produce an 
introspective personality. 

In five patients pregnancy proceeded to term without 
aggravating or improving the proctitis or procto-colitis. 

The course pursued in these cases classified as mild was 
relatively benign. 

One patient, a man aged 27 years, presented with 
symptoms of three years’ duration. Proctitis was found to 
extend 11 centimetres from the anus. Eighteen months 
later this had extended beyond the range of the sigmoido- 
scope and the resuits of the barium clysma X-ray examina- 
tion suggested involvement of the sigmoid colon. His 
symptoms have remained mild for the last three years. 

A female, aged 69 years, complained of symptoms of one 
year’s duration, Proctitis was found to extend to 10 
centimetres. Two years later the rectum appeared to be 
normal; a year later again she reported with a recurrence 
of symptoms, and on this occasion the inflammation 
extended beyond the reach of the sigmoidoscope, but a 
barium clysma X-ray examination gave normal findings. 

A female, aged 26 years, presented with a four-month 
history, and examination revealed procto-colitis. She was 
advised increased rest periods. Three years after the onset 
she was symptom-free and the mucosa appeared normal. 
Two years later again she had married and had a baby son, 
and remained well. 

A female patient, aged 50 years, had symptoms of 20 
years’ duration. Examination revealed a mild procto-colitis. 
A year later proctitis was found to extend to nine centi- 
metres, but above this the bowel appeared normal. 

No patient in this group has advanced to a stage where 
surgery has been considered. The spontaneous remissions 
and exacerbations render interpretation of results of new 
methods of treatment a difficult matter. 


Chronic Severe Cases. 
This is a large group, perhaps because many are referred 
. specifically for surgical treatment. Diarrhea is severe 
and bowel actions are preceded by griping abdominal 
discomfort. The large bowel is contracted in length and in 
diameter and it feels relatively inelastic. 

In 35 colectomy specimens subjected to complete patho- 
logital examination, the extent of the inflammatory 
changes was as follows: confined to the left half of the 
colon in four, the whole colon involved except the caecum 


21One patient has since required 


and ascending colon in six, the whole colon involved but 
not the ileum in seven, and involvement of the ileum in 18. 
The mucosa was sometimes intact; it was injected and 
friable. If ulceration was present the mucosal bridges 
between the ulcers became edematous and projected into 
the bowel in the form of pseudopolyps. Microscopically 
the mucosa might be found unbroken, but with considerably 
altered structure. Crypts were diminished, whilst increased 
numbers of goblet cells were responsible for excessive 
mucus. There were dense accumulations of cells in the 
muscularis mucose and submucosa, whilst numerous large 
lymph follicles were responsible for a “granularity” of 
the surface. Certain complications may supervene in these 
chronic forms of -procto-colitis. 

1. Polyp formation. Polypoidal projections into the lumen 
of the colon are either surviving fragments of mucous 
membrane, areas of granulation tissue or true adenomatous 
polyps. Pseudopolyps or true polyps are significant in 
that they indicate the severity of the inflammation. 


2. Carcinoma. Malignancy may’ supervene in long- 
standing chronic procto-colitis. Patients who have had 
ulcerative colitis for 10 years or more become a definite 
risk. Thorlakson (1956) found that approximately 20% 
of patients with colitis of 10 years’ duration developed 
carcinoma; Lyons and Garlock (1952), 36%; and Counsell 
and Dukes (1952) almost 50% of patients. In my series 
of 128 cases there were eight instances of malignant growth 
superimposed on the colitis. Of 19 patients with a history 
of colitis of 10 years or more, seven were complicated by 
carcinoma (in the eighth case the colitis was of seven 
years’ duration). In these eight cases, the carcinoma was 
present in the rectum in four cases, in the descending 
colon in one, in the transverse colon in one and in the 
hepatic flexure in two. 

Counsell and Dukes (1952) observed that the macro- 
scopic appearance of the tumours was unusual in that a 
visible ulcer or definite tumour may not be present; a 
dense fibrous-looking stricture with ill-defined boundaries 
may represent the carcinoma. Furthermore, there is a 
tendency for the tumour to spread quickly. In two of my 
eight cases the tumour was inoperable, and in three 
recurrence ‘overwhelmed the patient four months, six 
months and 11 months after operation respectively. Of the 
three living patients, one has survived over three’ years 
without sign of recurrence; the remaining two had 
surgical treatment less than two years ago. 

8. Benign stricture. A permanent organic stricture is 
not such a common complication as is usually supposed. 
A localized stricture is difficult to distinguish from 
carcinoma. 

4, Other complications. Arthritis was troublesome in 
three patients. Skin lesions in the form of pyoderma or 
ulcerations occurred in three cases. Eye lesions have 
been reported, but were not observed in this series. Liver 
disease may complicate the colitis, but the pathological 
changes are not specific. . 

In this group of 55 cases there were 25 males and 30 


females. The maximum incidence of the disease was . 


spread over the third, fourth and fifth decades. Diarrhea 
had been present for years, although fluctuating in 
severity. This relapsing tendency proved a characteristic 
of the group. The number of bowel actions per person 
varied from four to 12 in 24 hours, and sleep was often 
.interrupted. Motions were unformed, but did not contain 
much blood. The urge for defecation took the form of 
griping abdominal discomfort. Severe pain in the right 
iliac fossa was not uncommon and was apparently related 
to an ileitis which was often present in long-standing cases. 


These patients presented in moderately good general 
condition. Chronic fatigue, loss of weight and anemia 
were often present. Sigmoidoscopy demonstrated 
cedematous, red, thickened, friable mucous membrane, 
whilst in the lumen of the bowel a small quantity of turbid, 


almost purulent, mucus could be seen. Barium clysma_ 


X-ray examination showed a contracted large bowel, and 
the absence of haustration gave the bowel a pipe-like 
appearance. Localized narrowing of the lumen of the colon 


was present at times, and if the ‘terminal ileum was 
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involved the barium flowed into it and was seen on the 
X-ray film as dilated small intestine in the right iliac 
fossa. The right half of the colon might be normal in 
appearance, and even in very long-standing cases there 
to be little tendency for progressive spread to 


seemed 
occur. 

Non-surgical treatment did not produce more than 
temporary relief. Longer hours of rest, a non-residue diet 
and transfusions of whole blood accomplished more than 
prolonged antibiotic therapy. Steroid therapy was not 
used in any extensive trial. One patient, aged 24 years, 
with an eight-year history of colitis, showed no improve- 
ment; another was given retention enemas of hydro- 
cortisone, but without producing a change. 


Nine patients in this group have avoided surgery so far. 
Their life is a chequered one because exacerbations of the 
colitis may force them to bed. Some patients with 
ulcerative colitis appear to be more prone to severe exacer- 
bations than others. Two patients have arranged to 
undergo operation later this year; another has transferred 
to a different hospital; four patients have developed a fatal 
carcinoma; the remaining 39 have submitted to operation. 


In this group of chronic cases it is accepted generally 
that the colon is best removed, but there is difference of 
opinion as to whether the rectum should be excised and a 
permanent ileostomy constructed, or whether it can be 
preserved for ileo-rectal anastomosis. At present I believe 
that the rectum should be excised (unless its involvement 
is minimal) for the following reasons. 


1. Ileo-rectal anastomosis, in my hands, carries a higher 
mortality and morbidity. Of three patients in whom the 
operation has been performed, one died from small 
intestinal fistule (probably a leakage from the anasto- 
mosis) and two recovered, but only after a trying 
convalescence. 


2. Most of these patients seek relief from diarrhea; 
ileo-rectal anastomosis is nearly always associated with 
a minimum of five or six bowel actions per day. In my 
two surviving patients six to eight bowel actions per day 
were usual. 


3. There is a danger of carcinoma’ developing in the 
rectal stump. In one of my cases multiple malignant 
tumours developed in the rectum despite ileostomy 
diversion. The incidence of carcinoma in patients with 
the disease for 10 years or more is high as has been shown 
in my own figures and in those published from England 
and America. 

4. In three patients referred to me for treatment after 
an ileo-rectal anastomosis had been performed elsewhere, 
there was a pitiful state of affairs. Severe diarrhea, 
excoriation of the anus and incontinence rendered life 
unbearable. 


In my series, 27 patients with the chronic form of the 
disease submitted to a one-stage ileostomy and procto- 
colectomy and two died; one of these suffered a massive 
pulmonary embolism whilst having a bath on the twelfth 
post-operative day and the other succumbed from small 
bowel obstruction and torsion of the ileostomy on the 
twenty-eighth post-operative day. 


In five patients an ileostomy and subtotal colectomy were 
-performed at the first operation; the rectum was left for 
a second stage. In three of these patients this lesser 
procedure was advised early in the series and now a 
procto-colectomy would be performed. Two of the patients 
were aged 22 years and 24 years of age respectively, and 
the rectum did not appear seriously involved, and it was 
believed that ileo-rectal anastomosis might be feasible 
later. However, both patients are reluctant to take this 
step and are well satisfied with their ileostomies. 


In six patients a: preliminary ileostomy was followed by 
staged resection of the colon and rectum (two cases), by 
colectomy and ileo-rectal anastomosis (two cases) and by 
procto-colectomy (two cases). In a seventh patient, a boy 
aged 13 years, an ileostomy performed elsewhere was 
closed without colectomy. He has remained well for three 
years, although he has up to four bowel actions daily. This 


is the only patient in whom the ileostomy has been 
closed, leaving the colon in position. Barium clysma X-ray 
examination of this patient shows a contracted large bowel 
typical of chronic ulcerative colitis. 


One patient, aged 42 years, with a fourteen-year history 
of colitis complicated by a carcinoma of the hepatic fiexure, 
had one-stage colectomy and ileo-rectal anastomosis. 


Acute Severe Cases. 


Acute ulcerative colitis is fortunately an unusual 
condition. There were 12 patients in this series. These 
patients have a short history or suffer from a serious 
exacerbation of a chronic colitis. 


‘Extensive ulceration was the rule. Large areas of 
mucous membrane were lost from the surfaée of the bowel, 
leaving an indolent, smooth surface. Sometimes the ulcers: 
formed gutter-like depressions along the length of the 
colon. They extended through the muscle coat, but free 
perforation was prevented by adherence of the bowel to 
neighbouring serosal surfaces. The mucous membrane 
which remained was cdematous and inflamed. Micro- 
scopically abundant neutrophils, lymphocytes and plasma 
cells were present. Once the crypt is destroyed it is doubt- 
ful if it can be reformed. Cells formed by the proliferation 
of the neighbouring undifferentiated cells spread over the 
surface of the defect, becoming flattened in the process 
(thigmotaxis). Even in these acute cases reparative 
activity could be observed. : 


Apart from the toxemia and the diarrhea, two serious 
complications may bring critical danger to life. 


1. Peritonitis. Free perforation of the bowel is rare, 
despite extension of the ulcers through to the serosa. 
Rice-Oxley and Truelove (1950) found perforations in 3% 
of their series; Sloan, Bargen and Baggenstoss (1950) 
observed it in 4% of cases, and Ripstein (1953) in 8% of 
patients coming to operation. Lumb, Protheroe and 
Ramsay (1955) drew attention to the occasiona! gross 
dilatation of a segment of the large bowel in ulcerative 
colitis. Perforation was found in all such cases, although 
as a rule it was sealed off by adherence to the anterior 
abdominal wall. Brooke (1957) expressed the view that 
distension of the bowel is seen more often with steroid 
therapy as the bowel wall is thereby weakened and 
disintegrated. 


Once in this series of 12 acute cases free gas was present 
in the peritoneal cavity; but the actual site of perforation 
could not be demonstrated. The large bowel was distended 
in seven (the small bowel in another two). 


2. Hemorrhage. Massive hemorrhage is unusual in 
ulcerative colitis. It occurred in four patients in a series 
of 72 submitted to primary colectomy by Ripstein, Miller 
and Gardner (1952). It was responsible for emergency 
colectomy once in this series. In this patient, aged 41 
years, symptoms had been present for two to three weeks 
prior to her admission to hospital. ‘She was gravely ill 
from toxemia, hemorrhage and diarrhea. The anal canal 
and anal sphincters were involved in the ulcerative process 
which extended to mid-transverse colon. Despite initial 
improvement after her admission to hospital, severe 
hemorrhage from the bowel necessitated emergency 
procto-colectomy. 


There were six males and six females. Four of the males 
were over 50 years.of age and four of the females over 40 
years of age. In seven patients the illness had commenced 
only a few weeks previously. In two patients ‘the onset 
had been about six months previously, but the manifesta- 
tions had not-been severe until a week or two prior to their 
admission to hospital. In one patient symptoms of colitis 
extended back for five years; exacerbations had become 
severe, and the last attack was the worst of all. In the 
two remaining patients severe attacks had occurred 15 
months and 12 months previously; completé recovery 
seemed to follow, but both were re-admitted to hospital in 
critical states,. with exacerbations of two and one week’s 
duration respectively. 


Diarrhea was very severe; an intense griping discomfort 
caused bowel actions every 15 to 30 minutes. A variable 
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amount of blood was mixed with liquid feces. Vomiting 
and abdominal distension supervened in nine of the 12 
patients in this series. The temperatures were elevated to 
103° or 104° F., and there was a corresponding rise in 
pulse rate. The patients were gravely ill in appearance, 
with pinched features and dry tongues. The abdomen was 
distended and tender, but usually bowel sounds were 
audible on stethoscopic examination. Sigmoidoscopy 
revealed ulceration of the mucous membrane with the 
intervening bridges pale and edematous, or red and 
friable. 


The chief diagnostic difficulty lay in deciding whether or 
not peritonitis or peritoneal abscess was present. As a rule 
laparotomy was necessary. In each case turbid fluid was 
present in the peritoneal cavity, but in only one was there 
free gas. This latter patient, aged 62 years, had been 
treated with cortisone without success. 


Patients in this group have been extremely ill on their 
admission to hospital. In two of the early cases operation 
was not performed, and in both there was a fatal outcome. 
The patients have required intravenous therapy to correct 
dehydration and anemia, and intestinal intubation to 
lessen distension and to stop vomiting. Antibiotics have 
theoretical value, but although they were used in each of 
these. cases they did not lead to control of the infection. 
Cortisone was used in one and ACTH in another without 
response. 


Ten of these patients ‘were submitted to surgical treat- 
ment, and in each the operation was conducted as an 
emergency. In five ileostomy and subtotal colectomy were 
performed; one patient died. This latter patient, aged 40 
years, died four weeks after operation from a staphylo- 
coccal septicemia, the origin of which was uncertain, but 
it was thought possibly to have been the retained rectal 
stump. In five patients ileostomy and procto-colectomy 
were performed, again with one death, 


This latter patient, aged 62 years, presented with diarrhea 
and loose bloody motions of two weeks’ duration. Sig- 
moidoscopy revealed procto-colitis, but a barium clysma 
X-ray examination gave normal findings. She failed to 
improve with bed rest at home and was admitted to 
hospital. She was given cortisone, but deteriorated. She 
became distended and fecal vomiting commenced. Operation 
revealed free gas in the peritoneal cavity and the whole 
of the large bowel was extremely friable. LIleostomy was 
performed, followed by a procto-colectomy because of the 
free gas and the gangrenous patches on the surface of the 
large bowel. ' She died 26 hours after an uneventful 
operation. -Death was thought to be due to acute = 
insufficiency (Wilson, 1956). 


. Uleerative colitis (or procto-colitis) may occur in 
relatively mild forms, and the 61 cases classified as mild in 
this series should -dispel views that ulcerative colitis 
invariably requires surgical treatment. The unpredictable 
fluctuations in the appearance of the rectal and sigmoidal 
mucous membranes make assessment of the results of new 
therapeutic. measures difficult and perhaps misleading. 
Some patients have mild symptoms, but gross changes on 
sigmoidoscopy, and in others it is the reverse. Few patients 
in this group require any treatment other than reassurance 
that malignancy is not present. This does not represent 
psychotherapy but common sense. Antibiotics are wasted. 
The. final value of ACTH and cortisone remains to be 
decided, but in formulating conclusions clinicians must 
remember that these mild cases pursue a benign course 
without treatment. 


‘ Severe chronic ulcerative’ colitis is a disabling disease. 
The patient’s activities are crippled by the constant 
diarrhea, and his general health is in an unsatisfactory 
state. These patients do exceptionally well with ileostomy 
and colectomy. This treatment has been practised for 
scarcely 20 years, and the earlier pioneering cases with 
multiple operations, excoriated ‘skin, unsatisfactory 


appliances and numerous frustrations are still fresh in the 
memory. Under modern conditions it is possible to reduce 
surgery to a single operation; a neat ileostomy which has 
been carefully to excoriated 


constructed does not lead 


skin; and ileostomy appliances have improved to a 
remarkable degree. A major advance was the formation of 
an ileostomy association in New York in 1952, and since 
then similar groups have been formed in England and in 
Melbourne. The new patient with an ileostomy is able to 
meet others and discuss details not understood by even 
the gastro-enterologist. Honest encouragement is_ better 
than psychotherapy of any form in this disease. Before 
advising a patient against operation the physician should 
be certain that he understands the present position of 
surgery in relation to ulcerative colitis, He should realize 
that patients who have had chronic ulcerative colitis will 
claim that existence with an ileostomy is infinitely 
preferable to that with diarrhea. 


In my last seven procto-colectomies I have performed 
the operation entirely through the abdominal incision. 


Instead of adding a perineal phase to remove the anal 


canal and lower rectum, the abdominal dissection has been 
carried just beyond the levator ani, and the bowel has been 
sectioned immediately distal to the dentate line, leaving 
the anal sphincters. 


Ileo-rectal anastomosis with preservation of the anal 
sphincters is advocated by some. The long-term results 
of such treatment will decide whether or not results 
justify the procedure. I have operated on four patients 
who had ileo-rectal anastomisis. performed previously. In 
one there was a bowel obstruction due to adhesions around 
the site of the original anastomosis (actually, this case 
appeared to be an ileo-sigmoid anastomosis). In the other 
three profuse diarrhea and anal skin excoriation rendered 
life impossible. Re-establishment of the a. was 
followed by dramatic relief. : 


Acute fulminating ulcerative colitis is a dangerous. 
disease. Without operation the mortality is alarmingly 
high. This disease is best treated as an acute surgical 
abdominal emergency. l[Ileostomy alone may prove 
successful, but the excellent results which have followed 
ileostomy and primary colectomy justify its advocacy. If 
the patient is over 40 years of age or has gross involve . 
ment of the rectum, and if the acute fulminating attack 
represents an exacerbation of chronic colitis, procto- 
colectomy can be accomplished if the — has special 
experience in pelvic surgery. 


Joske (1952) studied 99 unselected sitet admitted to 
the Royal Melbourne Hospital from 1936 to 1944 and 
followed to 1949; of this series 25 died in hospital and 
four others subsequently. Rice-Oxley and Truelove (1950) 
found that, after an initial high fatality rate of 22% in the 
first year, the dangers associated with procto-colitis 
diminished, but they noted that another 10% of patients 
are liable to die before five years have elapsed. In this 
series of 128 cases, 12 patients have died as a result of 
the disease: five succumbed from cancer superimposed on 
the colitis; four more died from the acute fulminating 
disease; one died from pulmonary embolism after an 
otherwise successful operation; another was in a cachetic 
state prior to operation and died four weeks later; the 


_ last patient died as a result of ileo-rectal anastomosis. 


These results can be improved. First, by earlier opera- 
tion in the acute fulminating forms of the disease; and 
secondly by the acceptance of colectomy by the hysician 
for chronic severe ulcerative colitis, 


Summary. 


1. A personal series of 128 cases of ulcerative colitis 
(procto-colitis) has been reviewed. There were 58 male 
and 70 female patients. Most patients were aged between 
20 and 50 years. 


2.. The series can be subdivided into three clinical 
groups: mild (61 cases), severe chronic (55 cases) and 
severe acute or fulminating (12 cases). 


3..The mild group included cases of proctitis which- 
appear to be a form of the disease. The pathological | 
changes are mostly in the mucosal layers. Clinically the 
manifestations are mild. ce that cancer is not 
the cause of symptoms is sufficient treatment for a large’ 
number of 
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4. The chronic group is associated with gross changes 
in the bowel and symptoms which are characterized by 
remissions and exacerbations. These patients are best 
treated surgically. If the disease has been present 10 years 
or more the danger of cancer increases. 


_§. The acute fulminating group is composed of patients 
dangerously ill. Without operation the fatality raté-is 
high. Operation should be performed without delay. 


6. Surgery for ulcerative colitis has improved over the 
last few years. The colon can be removed in a single 
stage. Ileostomy construction and the prevention of com- 
plications related to it are better understood. Ileostomy 
appliances have been simplified. The life of the person 
with an ileostomy has been improved by the introduction 
of ileostomy associations. 


7. The mortality associated with ulcerative colitis may 
be reduced by early operation in acute fulminating cases, 


and by urging more patients partially disabled by chronic - 


ulcerative colitis to undergo surgery. 
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EXTERIOR GESTATION, PRIMITIVE SLEEP, 
_ENURESIS AND ASTHMA: A STUDY IN 
AETIOLOGY. PART II. 


By Joun Bostock, 


Research Professor of Medical Psychology, 
University of Queensland. 


Influences Affecting Sleep Homceostasis in the Neogestate. 
Social Change. 

In order to avoid repetition of the cumbersome phrase 

“exterior gestation baby”, the term “neogestate” is em- 


ployed for an infant between birth and crawling stage. 
When possible influences on the homeostasis of sleep are 


viewed, neogestates must be regarded in the light of the - 


long trail of happenings which has occurred since our 
primeval ancestors evolved as a race of primitive men. 
Such evolution, viewed from the point of view of a child 
less than a year old, has been fraught with hardship in a 
world where, without artificial food storage, with meagre 
shelter and with home-made clothing of skins or leaves, 
the exigencies of living made it necessary for woman to 
assist in food finding and preparation. In addition she 
‘ lived a commando life, in which ever-present dangers 
might necessitate travelling into the unknown. Under 
such circumstances a baby’s existence was simple and 
regulated largely by itself as opportunity offered. The baby 
was literally on the breast, often carried in close proximity 


in the fold of shawl or plaid. When hungry it was given 
the breast, and if the mother’s was not available, a 
neighbour’s breast. At other times it was tightly swaddled 
and put in a place of safety. 


The life of the neogestate in prehistoric time may be 
glimpsed from records of primitive cultures. Perhaps the 
best description of paleolithic man has been written by 
E. Lucas Bridges (1951) from his life-time experience 
among the aboriginals of Patagonia before their extinction 
by civilization. He states: 


In the normal course of married life it would not be 
long before she found herself with a couple of helpless 
children to carry on her back in addition to the sundry 
goods and chattels that it was her wifely duty to move 
continuously from place to place. 

[Both wives] had children by Puppup at nearly the 
same time, and I noticed that they passed the babies 
from one to the other for nourishment without troubling 
which belonged to whom. 

The cradle (taalh, which also means “fern”) resembled 
a ladder in construction and held the baby upright 
instead of in the supine position preferred for their 
children by civilized mothers. 

The taalh had two side pieces between four and five 
feet long. These were pointed at one end for sticking 
into the ground and were joined together by rungs, 
each a foot in length, tied at short intervals across the 
upper part. Having first been well wrapped up, the 
child was laid on the cross-pieces, with a skin several 
times folded as a cushion, and securely bound to the 
taalh with strips of hide. An injured limb could 
scarcely have been more tightly bandaged, and when 
watching this operation I always found it hard to 
refrain from interfering, so anxious was I for the 
infant’s circulation. With the child thus attached, the 
taalh was stood upright and the pointed ends pushed 
firmly into the ground, ensuring that the baby was 
kept out of the way of dogs and safe from being 
trampled on by careless children. 

Evidence based on child-rearing practices in different 
cultures must not be lightly dismissed. They are funda- 
mental experiments carried on for exceedingly long 
periods of time. Such simple exterior gestation techniques 
were successful. Man survived and multiplied in half a 
million years, using methods approximating closely to a 
gestation ideal of minimum interference and maximum 
sleep. Halliday (1946) has shown that the cave man type 
of neogestate care has existed in our Western civilization 
until recent times. He points out that it was the rule for 
babies to be breast fed and to live near the breast. It was 
ordained that a “baby in arms” should be a baby in arms. 
He writes: 


As for clothing, the infant was “swaddled”—i.e., 
wrapped in bindings—even sewn up for months at a 
stretch. Washing of the infant was thought to be 
dangerous. Little was attempted in bowel-training 
until the second or third year. Infantile incontinence 
was of small moment to generations who, before the 
introduction of water sanitation, possessed an easy- 
going tolerance of fecal smells. Why worry? The 
child, given time, would naturally develop control of 
the sphincters and discover for itself the advantages 
and delights of its own unaided accomplishment. 


Bare floors, sturdy furniture and straw beds lend them- 
selves to such easy routines. American Indian children 
have been reared on cradle boards. Swaddling has been 
practised in European countries. Although on the wane, 
the latter still exists in Greece and Russia (Mead, 1953). 
From the psychological viewpoint, this type of child 
rearing had many advantages. Emotional control developed 
along its own way; maturity was allowed to unfold 
gradually without interference; normal aggressive and 
oo traits were not hindered. The baby could live a baby’s 
life. 


It is helpful to see life from the neogestate’s point of 
view. So different from our own, its understanding is far 
from easy. As Karim Stephens (1934) has pointed out, 
the child does not see in wholes but only in parts. Thus 
the painstaking mother adoringly persevering with her 
child is regarded not as a ministering angel to be admired 
but as a mere breast, whilst father is but a voice. Such 
concepts are humbling to ouf modern conceits on progress. 
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Space will not permit more than a last reference to the 
social evolution of the twentieth century. The good old 
days of the neogestate’s living or dying by “God’s Will” 
have been replaced by ideas of active interference in quest 
of hygiene, according to which germs are harmful, smells 
are indecent and mess of any kind is taboo. The result is 
a strenuous drive to efficiency. The infant is scrubbed, 
bathed, powdered, nappied, clothed, reclothed and 
“dummied” to a degree which would have astonished our 
ancestors. They could legitimately doubt our wisdom in so 
quickly altering the tempo of gestation. The neogestate 
who is immobile cannot flee into security, but he can at 
least free his mind from interference through sleep. There 
is abundant evidence that our new social trends affect sleep 
homeostasis, but as every child of today is not an enuretic, 
search must be made for additional factors. It would 
appear that the bed-wetter has had further insults in his 
neogestate existence. . 


Evidence from Enuretics in a Kindergarten. 

Our attention was early drawn to the frequency of 
enuretics in a kindergarten. Survey showed that no less 
than 133 of 462 normal, pre-school children were found 
to be enuretic (Hill, 1949). As such children are readily 
accessible, it was decided to obtain permission to interro- 
gate all the mothers in one large kindergarten. A battery 
of questions was planned with the object of obtaining data 
on-many aspects of the parent-child relationship. Twenty- 
nine enuretics (16 boys and 13 girls) were found in a 
total of 73 children (37 boys and 386 girls); 43 children 
were rigidly toilet trained at an early age, and of these 26 
were enuretics. Of the children trained without rigidity 


only three were enuretic. There was a definite association | 


between enuresis and rigid toilet training. This is shown 
by the probability of 18-4 (Bostock and Shackleton, 1951). 


We concluded that the end point of a rigid perfectionist 
training routine can be reached along two different routés. 
The “unwanting” mother over-compensates, whilst the 
“wanting” mother is subject to persuasion, suggestion and 
imitation. Affectionate mothers are often drawn along 
the perfectionist path by the modern glamorized efforts 
of enthusiastic baby trainers. 


A second series of 73 children at the Brisbane Children’s 
Hospital, of whom 36 were enuretic, enabled us to amplify 
our data concerning the types of training. No less than 
35 of the enuretics had had early toilet training. Rigidity 
and severity were not essential to the result (Bostock and. 
Shackleton, 1952 and 1956). To date more than 200 
enuretics have been treated by us. The findings corroborate 
the association of enuresis and toilet training. Early toilet 
training, either rigid or gentle, entails an element of frus- 
tration. The baby is being expected to achieve the 
unnatural by sitting on a pot; the pose is neither satis- 
fying nor interesting nor, in an evolutionary sense, timely. 


We conclude that not merely has there been an inter- 
ference with the normal programme which nature has 
evolved for bladder functioning, but also that it is more 
marked in the enuretic children than in the non-enuretic 
controls. 


Evidence from Lone Enuretics. 


A concept that the early upbringing of the neogestate 
is responsible for later enuresis may be criticized on the 
grounds that in many families there is a solitary enuretic, 
the rest of the family being normal. It is inferred that 
the circumstances for every child must have been identical. 
This is not borne out by facts. Close scrutiny of each 
family reveals that the children were not brought up on 
identical lines. There were varying stresses due to age, 
placement of siblings and changing circumstances. The 
following case histories are illustrative: 


Reports of Cases. 
Case I.—The patient’s mother was dominated in early 


‘days of marriage by her mother-in-law, who appropriated 
‘her first child to herself. 


The patient said her mother-in- 


law remarked she “did not know enough to bring it up”. 
Thereon much of her interest was lost, as the baby did 
It was not enuretic. The 


not seem to belong to _ her. 


parents then moved from the district. The next child was 
“suffocated” with kindness. The mother nursed and 
exulted in valeting it in “all ways’. There was the maxi- 
mum of handling and physical stimulation. Toilet training, 
instituted early, was gentle, loving and very intensive. 
The child was enuretic. 

Casp II.—The mother-in-law took complete charge of the 
first two children. The mother had nothing to do with 
either their feeding or their toilet training. She resented 
her dispossession. The children are not enuretic. The next 
baby was conceived in another country and was, she felt, 
her first unique possession. Excessive concentration on 
bodily routines followed, and the child is enuretic. 


Casn III—The mother stated her preference for boy 
babies. She resented the first, a girl, who objected to 
cuddling. Her handling was minimal. The child is not 
enuretic. The second baby was the desired sex, and evinced 
a liking for cuddling. His toilet training was early, loving 
and leisurely. He is enuretic. 

Cass IV.—The baby, later to be enuretic, was seriously ill 
from the age of 13 months to three years. It was nursed 
continually, often urinating in its mother’s arms. The 
other children were healthy; had less nursing and are not 
enuretic. ‘ 

CaszE V.—The eldest child in this family was on its own 
until it was seven years of age. It is not enuretic. When 
the second child was born the mother had adjusted herself 
to marriage and child minding and welcomed her baby. 
With plenty of time to spend, she admitted nursing and 
generally handling the child to excess, Toilet training was 
lingered over as a pleasure. The child is enuretic. 

Case VI.—The first child in this family, a boy, was 
unwanted. His toilet training was early, rigid and very 
frequent. He was handled very often, with great concentra- 
tion on “nappies”, their removal and their putting on. The 


toilet training was fraught with no pleasure to the mother 
but involved much erotic stimulation. He is enuretic. 


Case VII.—The second baby was the wanted girl and the 
toilet training was carried out frequently and with pleasure. 
Stimulation was excessive. The child is enuretic. 


Casp VIII.—An intelligent mother of three children was 
certain that all the children had had identical training. 
However, she admitted that the infancy of her enuretic 
child was complicated by the return of its soldier father. 
The latter was nervy, irritable and restless; frequently he 
walked for miles during the night in order to “settle his 
nerves”. To make matters worse, the family was living in 
the house of the mother’s parents. Serious misunder- 
standing between the husband and the wife’s mother was 
most upsetting to the wife, who had to pacify both her 
husband and mother. The environment of the infant was 
pervaded with paternal and maternal anxieties, which were 
not present. during the infancies of the other children. The 
enuretic child had undoubtedly more stimulation than the 
non-enuretic siblings. 

CasE IX.—This enuretic child spent almost ten months in 
a plaster cast for a deformed foot. She screamed about the 
physiotherapy from leaving for the hospital until she 
returned. There has unavoidably been a great deal of 
handling. Her twin sister is not enuretic. 

CasE X.—A first child (enuretic) was trained early and 
angrily by his mother, who spent very long periods over- 
seeing -his performance at the toilet and other routines. 
She wanted a perfect child, and she admitted relaxing with . 
the next two children since she had had no “results” wita 
the first. She did not toilet train them until they were 
walking and admitted leaving them to themselves, not 
stimulating them by much handling. Neither is enuretic. 

CasE XI.—The child (enuretic) was born while his father 
was away. On his return the baby and the mother were 
living at the home of the husband’s mother. The situation 
was “more than difficult”, Toilet routine, much handling 
and nursing of the baby were necessary for quietness and 
cleanliness. The maximum of attention was paid to the 
baby; he was undoubtedly nursed and handled more than 
is usual and more than the later (non-enuretic) children. 

Cask XII.—This boy is the youngest of three boys. All 
were trained early, but he alone is enuretic. The mother 
relates that he had very much more handling than the 
others owing to illness in the first 12 months, necessitating 
considerable attention. He was rubbed with oil, powdered, 
bathed at great leisure and “toileted” every hour. 

The foregoing cases are illustrative of average findings; | 
they are not exceptional. Many others could be cited; 
indeed their number is legion. Often soliloquy of the . 
mother so clearly highlights the sequence of events that 
further reference seems superfluous. Thus Mrs. X, who 
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had four children ranging from four to eight years, 
remarked that “it is extraordinary that our three eldest 
girls were all bed wetters, whereas our youngest—a boy— 
had dry nights”. In her own words it “is the more remark- 
able since I commenced to train the girls early, sitting 
them on the pot for half an hour at a time whereas the 
boy had no training at all”. Also, the sad, serious-minded 
mother of four enuretics who said: “It is curious that all 
my childrem are bed wetters; my husband and I try so 
hard to do everything properly as it should be done, whilst 
my feckless sister who never worries about anything has 
also four children none of whom wet the bed.” By 
coincidence a friend of hers was able to corroborate this 
statement. The serious mother was “particular in every 
detail, always spick and span”, whereas her sister was the 
exact opposite, “happy-go-lucky and unworried; she would 
not care if the house was untidy or if the children were 
not washed, if the meals were late; nothing mattered 
much”, 

Analysis of the foregoing cases reveals that in families 
in which there has been a solitary enuretic it has had more 
stimulation during infancy than its non-enuretic brothers 
and sisters. 


Evidence from a Personality Survey of Mothers. 


In order to validate research of this description, check 
and cross check from many angles are necessary. Unlike 
the materials in a physical laboratory, the subjects of 
medical research are inconstant. Patients come and go, 
and often they cannot be traced. The result is our inability 
to have an embracing plan covering all aspects of every 
enuretic. An alternative is the survey of small groups of 
unselected and consecutive enuretics -for determining 
specific details. This procedure has been adopted for 
investigation of the depth of sleep, the type of toilet 
training and the lone enuretic of a family. The problem of 
the personality type of the mother with enuretic children 
remains. Can her attitudes be expected to foster over- 
stimulation? 


A parallel situation arose in our research on asthma 
(Bostock, 1955). Whilst rejection or submergence by the 
mother was indicated, an additional validity to the findings 
was given by observation of her psychological background. 


In dealing with the enuretics we were fortunate that a 
group: of 20, who were under special investigation, con- 
tacted us on numerous occasions. As a result, excellent 
rapport was achieved, the mothers conversing freely about 
themselves. 


As adult attitudes are largely based on childhood atti- 
tudes, the mother-child relationship of the patient’s mother 
and her mother is important. In 17 cases the parental 
relationship appears to have been loving and comfortable, 
leading to security in affection and tender feelings towards 
the mother. Two of the patients’ mothers reported pro- 
tective feelings towards their own mothers, who had been 
invalids, but there was no resentment on the ground of 
added responsibilities. Three mothers reported | aloof, 
unhappy relationships with their own mothers. Two of 
these solaced themselves by concentrating on dolls or 
younger children. The third definitely rejected her child 
and determined to go to work. Realizing the necessity for 
a cleanly baby in order to leave it with others, she there- 
fore deliberately over-trained it to this énd. 


Early Experience of Babies. 


Truth of the caption that the “child is father of the 
man” received support in that no less than 13 mothers 
reported that they had enjoyed continuous handling of 
babies as children, washing them, diapering them, etc. 
Only one mother resented having to do this. Three 
reported having had nothing to do with babies as children, 
but remembered they had longed intensely for babies of 
their own. Two mothers had suffered deprivation of their 
mother-figures, one because her illness necessitated con- 
tinuous hospitalization, the other because she had a 
working mother with little time to spend with her child. 
Two mothers, who had not wanted children nor had had 


experience of babies, admitted tender experiences with 


their own mothers. 

Another aspect of the “child-father-of-the-man relation- 
ship” is seen in play. Eleven mothers reported prolonged 
and very absorbed play with dolls. The intensity of the 
play attitudes appeared to be excessive. They themselves 
admitted that they were fonder than the average of dolls, 
Four seemed to have experienced a usual girl’s interest 
in dolls and five reported that they had been indifferent 


to them. 
Personality Types. 


Fifteen mothers had obsessive-compulsive tendencies, 
which trended to meticulous detail in performing chores 
for the baby. That some mothers were not obsessive- 
compulsive is to be expected. Over-stimulation of babies 
is not necessarily compulsive in its origin. In one case 
mentioned above it was deliberate in order to produce 
efficient training. Such cases are not uncommon. Boredom, 
pique, nursing advice, amusement or sheer affection can 
and do lead to the same end point. 


It is significant that 15 mothers had undeniable joy in 
motherhood and accepted their feminine roles completely. 
An early and complete identification with their own 
mothers had led to a happy mother-child relationship, 
which repeated itself in their own marriage and mother- 
hood. 

The result of this survey is to show that the personality 
type of the mother with the enuretic child is consistent 
with a concept of over-stimulation. They are in the main 
excellent mothers whose error has lain in an excess of 
attention. 


Comment. 


W. Grey Walter (1953), discussing cybernetics, has 
borrowed the engineers’ concept of an electronic “black 
box”, concealing mysteries of memory with almost human 
attributes. The first months of a baby’s Jife resemble this, 
neurones invisibly and automatically grouping themselves 
for future intricacies of thought, reasoning and action. 
Our civilization, with its zeal for progress, tinkers with the 
black box by creating new experiments for the baby, 
whose life is thereby complicated and “humanized” in 
many ways. Clocks govern its life, feeding is ritualized, 
and the mother, relieved of the harsh necessities of 
primitive living, is able to clothe, bath, feed and play with 
the child to her heart’s content. It is our contention that 
this type of treatment, though well-intentioned, has far- 


- reaching consequences through interference with the 


rhythm of progress which is pre-set by evolution. Sig- 
nificantly such examples are not uncommon. 


The mistake of training athletes and singers before 
they reach a sufficient maturity has long been recognized, - 
but the lesson has not been translated into training 
routines for babies, who are expected to be paragons of 
cleanliness at an early age, although nature, during the 
course of thousands of years, has patterned them to excrete 
at the dictates of their own desires and not to fixed 
routines. .Our ancestors who invented the rocking cot, the 
cradle board and the swaddling technique may have been 
wiser than we progressive moderns who pin our faith in 
cleanliness, freedom and stimulation. If the ideal of the 
neogestate is a close approximation to his previous 
interior gestation way of life, then he should be provided 
with what he needs. The matter is critically important 
since it involves the foundations of every individual life. 


The foregoing pages have drawn attention to a crisis 
in man’s evolution. Having developed a remarkably safe 
and efficient fetal life for his offspring, the latter was 
forced to abandon it prematurely on the grounds of 
expediency. The exterior gestation period, which is per- 
force spent among people, exposed the developing fetus 
to many risks. Two of these, asthma and enuresis, have 
been outlined in this monograph. There are grounds for 
considering that allergy and possibly other conditions can 
be added to the list. It is clear that the concept of exterior 
gestation pin-points a period of eight to 10 months which 
‘must be closely studied. As the problems in exterior 
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gestation and later infancy are different they must be 
viewed separately. 


Enuresis must cease to be considered a disorder per se, 
since the bed-wetting episodes are mere signs indicating 
an underlying syndrome, just as a high temperature is a 
sign of an underlying fever. Carrying the analogy a step 
further, just as there are many fevers there are doubtless 
many enuresis syndromes. Already epileptic and organic 
types can be clearly defined. There is evidence of an 
hereditary form in which maturation is _ genetically 
delayed. A purely psychological form wherein the bed 
wetting is used as a punishment for the parent has been 
discussed by some authors. It is possible that the com- 
monest form is the one dealt with in this paper, which is 
associated with the hangover of primitive sleep. 


Climate and custom must play a part in the frequency 
and type of enuresis. This research has been made in the 
sub-tropics. Our people are germ conscious; the daily 
bath and the daily change of underclothing are the rule 
rather than the exception. The baby takes part in the 
orgy of ablution. Further research may show that our 
ee to cleanliness, feeding and mothercare should be 
rev: 


Summary. 


The implication of exterior gestation and enuresis 
concepts may be summarized as follows. 


Exterior Gestation as a Period of Extra-Uterine Gestation. 


Two principles govern the length of gestation. The first 
is that its length is dependent upon such maturation of 
neuro-muscular skeletal development as_ will ‘permit 
quadrupedal locomotion. The second determines that in 
those cases in which the safety of the mother and the 
foetus necessitates the termination of interior gestation 
before maturation has occurred there shall be an adequate 
period of exterior gestation until the stage of effective 
quadrupedal ‘locomotion is reached. In the case of man 
the second or specific adaptive principle was applied at the 
evolutionary period of the approximation between the size 
of the fetal head and the size of the pelvic outlet. As 
exterior gestation exposed the fetus to new dangers and 
stimuli, means for maintaining an adequate standard of 
sleep homeostasis and security were necessary. ' 


Exterior Gestation as a Period with Special Problems. 


The concept of exterior gestation has important implica- 
tions in view of the changing methods of infant care 
creating factors inimical to maturation. These problems 
are: (a) research should be undertaken on the special 
requirements for the exterior gestation period of infancy; 
(b) the customs of primitive cultures must be studied, as 
they represent successful racial experiments in infant care 
over long periods of time; (c) a possibility that the 
etiological foundations for enuresis and asthma, allergy 
and other conditions are laid during exterior gestation 
maper the need for further research on this particular 
period. 


Essential Enuresis as a By Product of Sleep Homeostasis 
During Exterior Gestation. 


Prophylactic measures against the onset of enuresis 
can be undertaken by limiting stimulation of the infant 
during exterior gestation. Clarification of the etiological 
mechanism underlying enuresis offers a new approach to 
therapy. 

Conclusion. 

Whilst a wealth of evidence incriminates sleep dis- 
turbance as an active feature of the essential enuresis 
syndrome, validity of a hypothesis that it is a side effect 
of an evolutionary expedient will be tested in the light of 
future research. 
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TRANQUILLIZERS AND THE GENERAL 
PRACTITIONER. 


By Bourne, 
Lecturer in Psychiatry, University of Otago Medical School. 


A cegTarn Dr. Stevens once won the international prize 

of the Brussels Royal Academy of Medicine with a mono- 
' graph on the cure of neurosis by operations on the eye 

muscles. That was in 1887, and if silliness wears more 
sophisticated guise nowadays scepticism is still just as 
scarce, 

No less than 25% of prescriptions in general practice 
in Britain are for tonics and hypnotics (Dunlop et alii, 
1953) while barbiturates alone account for 10% (Davies, 
1956). By 1955, three new “tranquillizers” were among the 
ten most frequently prescribed compounds in the U.S.A., 
and prescriptions for them in 1956 are estimated to exceed 
35 million. 

In this paper I wish to consider how the practitioner 
should regard this rising flood of remedies and what, in 
view of it, is the position of psychotherapy. 


The Rationale of Therapy in Psychiatry. 


In neurosis, though there is conflict within the person- 
ality, its organization is retained—that is to say it appears 
to operate as a whole, albeit inefficiently, wastefully and 
painfully—so that interpersonal relationships are faulty. 
In psychosis this organization itself seems to disintegrate 
in some areas, so that appreciation of everyday reality is 
impaired; the victim is no longer himself and is usually 
considered insane. In psychosis there is a failure of 
certain vital mental processes; the integrity of the ego 
and survival of the personality itself are threatened. 


The requirement of therapy in neurosis and psychosis 
would therefore be quite different. For psychosis it is, in 
the first instance, restoration of certain disrupted 
mechanisms, and it is conceivable that some simple 
physico-chemical influence might achieve this. This is 
suggested by the effect of electro-convulsive thrapy, well- 
‘known in the depressive psychoses, though not so widely 
recognized in schizophrenia (Bourne, 1954). For neurosis, 
lasting rearrangement of the total psychological make-up 
is needed. That any single drug or physical agent can 
accomplish so much is as probable as the monkey at the 
typewriter producing Shakespeare’s sonnets by accident. 


There is, in fact, one means—and one means only—for 
reliably promoting personality change of the order required 
in neurosis, and it is familiar to every human being. I 
refer, of course, to the influence of social environment, 
personal relationships and life experience. Psychotherapy, 
which seeks scientifically to supply such corrective 
emotional experience, is the only rational approach to 
neurosis, and if it is tedious, time-consuming, and there- 
fore expensive, that should surprise nobody. The real 
task is to discover briefer techniques and dependable ways 
of evaluating rival systems. | 


Assessing Treatment in Psychiatry. 


To the mistrust of all easy remedies in psychiatry must 
be added the consideration that tranquillizers are now a 
big industry and, therefore, heavily advertised. As 2 
protest from the National Association of Scientific Writers 
(1956) reveals, the methods of advertising may be some- 
what extreme. 

To examine a psychiatric patient and to obtain a base- 
line for evaluating treatment takes at least one hour (I 
allow myself one-and-a-half hours). Then to judge the 


benefit of any treatment requires lengthy interviews | 


regularly over a period of weeks, if not months, as a 
minimum in psychosis, and for months or years in neurosis. 
Because of the limitation of working hours alone, one 
person or one team can only produce sufficiently large 
numbers slowly. And results will be slower still when 
such research has to be fitted in with ordinary clinical 
commitments and responsibilities. Therefore, the experi- 


-ence of most psychiatrists with tranquillizers can, as yet, 


amount to clinical impressions only. } 


Observer error and “placebo response” (Lasagna et alii, 
1954) are not confined to psychiatric problems. Diehl 
(1933) observed “side-effects” with inert tablets, and in 
1940 he reduced the incidence of common colds by 61% 
by giving saline injections as compared with 55% by giving 
vaccines. Wolf and Pinsky (1954) record that 25% of 
patients with migraine or peptic ulcer improve with inert 
placebos, but “toxic” reactions such as diarrhea may 
supervene. There was once a vogue for treating psychotics 
with intramuscular deoxycortone and intravenous ascorbic 
acid injected simultaneously, and I tried it in the following 
case, using double injections of distilled water. 


A paranoid lady, who had been deluded for years, used 
to threaten me with the High Court every morning and 
felt unfit to participate in the ward activities because she 
declared she had Bright’s disease, coronary thrombosis, 
pulmonary tuberculosis, hypertension and heart block. 
She opposed the distilled water therapy as an attempt on 
my part to put her out of the way. Within 24 hours of 
starting it she had abandoned her sick bed, was amiably 
helping the nurses and, though retaining her fancied 
diagnoses, she admitted that the injections every day were 
of great help; they left her faint at first with some pain 
over the heart, but after that the benefit was distinct 
all over. 

Recent investigations (Beecher, 1955; Tibbetts and 
Hawkings, 1956) make it certain that the direct route to 
intellectual quicksand lies in assessing new drugs in 
psychiatry without some double-blind technique that per- 
mits neither patient nor assessors to know whether the 
tablets under test are drug or dummy. 


Tranquillizers and Psychosis. 


Chlorpromazine was introduced on the continent by 
Delay (1952), who elaborated a special chlorpromazine 
ritual called the “neuroleptic treatment” and, by early 
1955, presented results in a staggering total of 1000 cases. 
A typical paper from Switzerland (Kielholz and Labhardt, 


1956) assesses chlorpromazine in 205 patients over 11 


months, lays down rules of administration and claims 
brilliant success—‘“almost a miracle” is one phrase used. 
In America, Kinross-Wright (1954) announced “a new 
era in the treatment of mental disorder’, an observation 
derived at that early stage from a personal study of 
chlorpromazine in over 200 patients. Brooks (1956), single- 
handed, studied 386 cases with chlorpromazine in 16 months 
and its use transformed a mental hospital. There is even 
a one-man account (Goldman, 1956) of results in 1500 
cases, and since chlorpromazine had become the sole treat- 
ment for 750 patients at the Manhattan State Mental 
Hospital, 75% less restraint was needed and 48 patients 
were discharged (Bird et alii, 1955). The same story 
unfolds with reserpine, the pace being set by early reports 
(Barsa and Kline, 1955; Noce et alii, 1955; Freund, 1955) 
enumerating cases by the hundred, collected over some 
months. Soon the popular Press stepped in and discussion 
even arose on what to do with the empty mental hospitals 
of the near future. 


In view of the time it takes to assess one patient, all 
marathon reports of the kind so far quoted are manifestly 
undependable when they refer to neurosis and probably 
so when they refer to psychosis. We have the word of 
the New York State Commissioner of Mental Hygiene 
(Hoch, 1956) that there were no mass discharges from 
mental hospitals there, despite the mass medication in 
progress. 

Often the splendid achievements described in these 
papers reveal only the wretchedness of backward hospitals 
where any enthusiasm at all works wonders. One neat 
study (Houston, 1956) of pipradrol (‘“Meratran”), a drug, 
with vast potential only a year previously (Fabing, 1955), 
demonstrated that chronic asylum inmates treated with 
this substance or with dummy tablets brightened up 
remarkably provided the nurses knew they were partaking 
in research. Long before the words “ataraxic” and “tran- 
quillizer” were coined, decent psychiatry had abolished 
the stale asylum atmosphere and made mental hospitals 
tranquil. The first optimistic dispatches about new treat- 
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ments in psychiatry emanated “primarily from institutions 


with the greatest need for immediate results” (Sabshin’ 


d Ramot, 1956). 


Sufficient time has now elapsed for acceptable studies 
f some tranquillizers to appear, and in a model experiment 
from the Institute of Living (Zeller et alii, 1956), chlor- 
promazine, reserpine and inert tablets were compared in 
about 80 patients. Each subject was interviewed by his 
doctor twice or thrice weekly for some months, half to 
one hour at a time, and the medical impressions were 
tabulated together with those of non-medical observers, 
each thoroughly familiar with the patient. Of course no 
observer knew at any time whether drug or placebo was in 
use. The conclusion was that when behaviour is really 
wild both drugs have a useful calming effect, but the 
psychotic patient’s disorganized thinking and the pattern 
of his illness are essentially unaffected. When behaviour 
is not grossly disturbed they are of least valu Other 
eareful reports (eg., Hall and Dunlap, 1955* ughan 
et alii, 1955; Mitchell, 1956) make it clear that chlorpro- 
mazine and reserpine offer nothing curative for psychosis 
and, as Hoch (1956) states, “every shred of evidence... 
points to purely symptomatic relief’. The demonstration 


(Boardman et alii, 1956) that chlorpromazine and insulin . 


coma give equal results in schizophrenia confirms, uninten- 
tionally perhaps, the non-specific action of both. 
enorpromazine and reserpine do have a calming 
ect in intensely disturbed psychotic people, and that this 
effect may often be stronger than with barbiturates are 
gains not to be despised. However, apart from sedation, 
they are no advance; their toxicity is well recognized and 
they constitute no rivalry to convulsion therapy when it 
comes to the specific abolition of psychosis in a period of 
days. Of course sedation may favour spontaneous processes 
of healing, but even this is not necessarily to, fhe follow- 
ing case indicates how superficial quietude please the 
nurses but alarm the psychiatrist. 

A man, aged 23 years, was referred for treatment as 2 
case of anxiety state. He was severely tense and agitated 
and was urgently admitted to the ward because a schizo- 
phrenic breakdown seemed impending. He was at once 
treated with chlorpromazine and the nursing staff recorded 
their prompt relief at his improvemet. Certainly his anxiety 
was less and he felt better, but, in a larger respect, his 
mental state had deteriorated—he now had hallucinations 
for the first time. Seemingly, by a non-specific reduction 
of tension, the drug had drained the energy maintaining 
psychic defences against schizophrenic disintegration. 
Chlorpromazine was abandoned and he made a swift remis- 
sion with electro-convulsive therapy. 

A report from Canada (Sarwer-Foner and Ogel, 1956) 
likewise describes in detail how the apparently tranquil- 
lized psychotic patient may be actually the worse for his 
treatment. 


Tranquillizers and Neurosis. 


ers already remarked, it is irrational: to hope that the 
neurotic patient can ever be cured by a course of tablets 
or injections, and the only reasonable approach with drugs 
is to employ them intermittently if they can reduce 
anxiety and tension during crises. It follows that their 
long-term toxicity must be low, and even that of barbitu- 
rates may not be low enough. Satisfactory reports are 
only just beginning to appear, but it seems certain that 
for this kind of use chlorpromazine and reserpine are no 
more effective than barbiturates (Rees and Lambert, 1955; 
Zeller et alii, 1956; Hare et alii, 1956; Folkson and May, 
1955; Rosner ez alii, 1955), while their toxicity decisively 
contraindicates their use for neurotic patients in general 
practice. rpromazine and reserpine variously may 
damage tiie liver, the basal ganglia, the skin, the bone 
marrow and, not least, the psyche, as described earlier. 
The risk of severe melancholia with reserpine is now well- 
known (Freis, 1954; Wallace, 1955). This consideraticn 
alone absolutely excludes the employment of reserpine for 
cases of neurosis outside hospital. 4 e 


Benactyzine (“Suavitil”) and meprobamate (“Miltown”, 
“Equanil”) are unusual among the widely advertised new 


remedies in that they are offered not quite as psychiatric 
“cure-alls” but specifically for neurosis as distinct from 


psychosis. Benactyzine, which is modestly claimed to 
reduce tension (Davies, 1956), was found to be no better 
than inert tablets in a double-blind trial (Raymond and 
Lucas, 1956). I have tried it in patients with whose 
patterns of anxiety I have months of acquaintance and can 
detect no_ benefits. 

Meprobamate is a derivative of mephenesin, a drug dis- 
carded as a muscle relaxant by anesthetists and then 
tried out in psychiatry and still used here and there, even 
though it seems to compare unfavourably with dummy 
tablets (Hampson et alii, 1954). The introduction of 
meprobamate was heralded by results hurriedly obtained 
over a few months in a hundred or more patients (Borrus, 
1955; Selling, 1955). Tested carefully (West and de Fon- 
seca, 1956), it proved no more effective in anxious patients 
than barbiturate. Rheumatoid, angio-neurotic, severe pur- 
puric and other reactions have already occurred with it 
(Berger, 1956; ‘Friedman and Marmalzat, 1956; Scott e¢ 
alii, 1956), and it may well be a drug of addiction (Lemere, 
1956). Pipradrol, as well as having other unpleasant side 
effects (Schou, 1956) can also produce severe mental illness 
(Begg and Reid, 1956). 


The Doctor, the Patient, and the Drug. 


' Finally, we should examine the effect on the doctor him- 
self of handing out tablets to neurotic patients, for he is: 
not merely a medically qualified slot-machine supplying 
prescriptions. When the doctor offers and the patient 
accepts a drug for an emotional ailment, there is often a 
tacit agreement to avoid some disagreeable problem, 
usually the patient’s unwillingness to explore his neurosis 
or the doctor’s inability to understand it, or both. The 
tablet absolves the two parties from facing up to inner 


‘disquiet and, though the doctor himself will argue that 


he is driven by lack of time, the following case may suggest 
how often that excuse is mere rationalization. 


A widow, approaching 40 years of age, suddenly became 
ill with palpitations, shortness of breath, apprehension and 
severe loss of energy. Despite iron, liver, tonics and 
sedatives for some six months, she could barely keep at 


.work. Then she was overtaken by a paralysing phobia of 


the street and, though well aware how senseless it was, 
found herself too scared to venture forth unaccompanied. 
After two months away from work she was referred for 
psychiatric help and, to begin with, had to be escorted to. 
the clinic by her mother. In the first interview it was 


‘evident that her fear of the street masked less presentable 


conflicts about figuratively stepping out of her aged parents’ 
home, guilt over a hostile urge to abandon them and live 
her own life, fear of her sexuality and lack of confidence 
in it. She attended only six times subsequently, once a 
week, the discussion focusing on these matters. In the 
third week she was back at her job—quite a responsible 
one—and after the sixth week she was symptom-free and 
able to make important decisions for her future. In all, 
this took up less medical time than the weekly prescriptions 
and injections spread over nine months. 

The effect here was not due to high-powered analysis. 
The doctor-patient relationship was therapeutic and offered 
the patient a safe environment in which to take the lid off 
herself and give a much needed stir to what lay inside. 
No drug is likely to replace this type of function. 


Summary. 


“Ataraxics” or “tranquillizers” are multiplying apace 
and are now among the most frequently prescribed drugs. 
In this paper the nature of mental ill-health is discussed 
in order to clarify a rationale of therapy in neurosis as 
compared with psychosis. It emerges that the cure of 
neurosis by drugs is an improbability inherent in the 
nature of the disorder. “As opposed to psychosis, neurosis 
is a major problem in general practice, and it is reasonabie 
to seek harmless drugs to alleviate tension in occas ional 
circumstances. 


Some of the difficulties in assessing psychiatric treat- 


. ment scientifically are mentioned to provide a background . 


for evaluating published results with tranquillizers, which 
are reviewed in detail. 


None is known to be harmless, all are probably more 
toxic than barbiturates, while none is more effective in the 
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alleviation of neurotic symptoms. Any value they have 
has been established only for chlorpromazine and reserpine, 
and this only in cases of psychosis. ‘PPtes are not cures, 
but provide useful sedation for severe disturbed patients 
in mental hospitals. 

There are hardly any indications, at present, for employ- 
ing tranquillizers in general practice. 
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FLUID AND ELECTROLYTES IN GENERAL 
SURGICAL PRACTICE. 


By Dantet Lane, F.R.C.S. (England), F.R.C.S. 
(Edinburgh), F.R.A.C.S., 


Brisbane. 


To the younger generation of surgeons, fluid balance and 
its therapeutic correction assumes a role of importance 
almost comparable to the operation itself; the complexities 
of fluid and electrolyte therapy and the milliequivalent 
language are part of their daily life. 


However, there are still many of the older generation 
and indeed many recent graduates and final-year students 
*who have failed to appreciate some of the basic practical 
problems involved in this relatively new field. One still 
sees severe states of clinical dehydration due to belated 
intravenous’ resuscitation. The “moist bases” and 
cedematous sacrum still exist. Potassium is still mis- 
understood and the struggle against milliequivalent 
terminology continues in many quarters. 


For these various reasons I feel justified in joining the 
attack upon the misuse and abuse of intravenous fluid and 
electrolyte therapy. I make no claim to be a specialist 
in intravenous therapy, but merely a general surgeon 
seeking to apply our modern knowledge of fluid and 
electrolyte therapy in a sound practical way. 


I wish to begin by recalling certain basic facts of clinical! 
pathology, both old and new. 


Water and Salt. | 


The average male body (weighing 11 stone or 70 kilo- 
grams) contains about 50 litres of water, of which about 
35 litres is intracellular and 15 litres extracellular (three 
litres of plasma and 12 litres interstitial). The daily 
interchange between the intracellular and extracellular 
compartments is dependent upon the osmotic balance of 
the ions on either side of the cell membrane. The ions of 
most importance in this regard are sodium and chloride. 
This delicate equilibrium is difficult to upset in the 
presence of healthy kidneys, but in the surgically il 
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subject the misguided use of sodium chloride therapy can 
have grave consequences. 


Most of us are familiar with Marriott’s primary and 
secondary forms of dehydration. In the primary form, due 
to water lack, the extracellular compartment becomes 
hypertonic; the dehydration by virtue of osmosis is 
chiefly intracellular. The subject: complains of thirst as 
an early symptom, and thus oral water becomes a simple 
remedy in most cases. It is the secondary form of 
dehydration which is still a problem. In this instance there 
is a salt deficiency which induces a relative hypotonicity 
of the extracellular compartment. The kidneys. soon 
respond by excreting rather than conserving water in an 
attempt to maintain osmotic equilibrium. Owing to the 
reduced osmotic pressure of the extracellular compartment, 
the plasma volume and thus the circulatory blood volume 
must fall. Thus one can envisage a state of collapse com- 
parable to that in the subject with severe Addison’s 
disease. Only by constant clinical observation and 
laboratory tests can such a pitfall be avoided. 


We now know that the urinary chloride test is not a 
reliable guide to the body’s sodium balance and should be 
replaced by the estimation of serum electrolytes by modern 
flame photometer methods. The minimal salt requirements 
are about two grammes daily. The average daily intake 
is about five to eight grammes. When one considers that 
each litre bottle of normal saline contains nine grammes 
of salt, then there must be grave reasons for giving more 
than one bottle daily in the course of ordinary intravenous 
therapy. 

What are the basic water requirements daily? These 
depend upon many variables, especially on the climate and 
the state of health. Under normal conditions the intake 
exceeds requirements and the excess is excreted in the 
urine. Almost every book on the subject of intravenous 
therapy gives different sets of figures for input and output. 
For practical purposes one should allow about 1500 milli- 
litres for urine and 800,to 1000 millilitres for insensible 
loss in the average healthy male living under temperate 
conditions. It is still.all too common to find that ward 
sisters and residents fail to appreciate the significance of 
insensible loss in their calculations, especially in the 
middle of a Queensland summer. It is important to remind 
ourselves that the healthy kidney is capable of concen- 
trating to a specific gravity of 1032 and is capable of 
keeping the blood regulated with a minimum daily 
excretory volume of 500 millilitres of urine. However, the 
old man with damaged kidneys due to prostatic hyper- 
trophy and the subject with chronic nephritis must excrete 
relatively larger volumes of urine than normal in order to 
avoid any uremic tendency. Another important point to 
remember is that a patient who is “clinically dehydrated” 
when first seen lacks about four litres of water, which must 
be added to the basic daily requirements (2500 to 3000 
millilitres) during the ensuring 24 hours. If the “clinical 
dehydration” has been brought about as a result of severe 
vomiting or diarrhea, then a lack of about four litres of 
normal saline can be assumed. 

‘ ‘Potassium. 

‘This seemingly modern ion requires no complex 
explanation to appreciate its practical significance. The 
potassium ion is essential in the regulation of neuro- 
muscular excitability. A daily intake of two to four 
grammes of potassium chloride is easily obtained in the 
average diet. Potassium leaves the body in the urine and 
in the alimentary secretions. It is important to remember 
that the gastric juice contains four.times the concentration 
of potassium of that found in plasma. Thus continued 
gastric suction can soon produce potassium depletion. 


Potassium Regulation. 

“The body's potassium level is influenced by Various 
physiological, processes: (i), Protein metabolism; tissue 
reakdown means potassium loss because potassium is 


¢ ebief intracellular ion. (ii) Carbohydrate metabolism; 


whenever carbohydrate metabolism. is stimulated, an intra- 
Hulse potassium-glycogen complex is formed, and thus 
a ction in the serum potassium content occurs. (iii) 


In acid-base disorders, whenever alkalosis arises the ionic 
balance disturbance in favour of the cations is com- 
pensated to some degree by a fall in the serum potassium 
level. Similarly, in acidosis fluctuations in the potassium 
level are common. (iv) The action of the adrenal cortex; 
the “stress syndrome” and its variants result in an 
increased adrenal corticosteroid secretion. It is well 
known that desoxycorticosterone promotes retention of 
sodium and excretion of potassium. Thus the various 
occasions of operative and post-operative stress will 
activate such avenues of potassium loss. a 


Clinical Potassium Depletion and Eacess. 


As previously stated, the potassium ion is indispensable 
in the maintenance of neuro-muscular excitability. It is 
like some high octane fuel to a small engine; too little 
leads to slowing down of the machine, too much to over- 
action and finally disruption of the machinery. The listless, 
apathetic, weak patient may have a low serum potassium 
level. A laboratory estimation should be performed 
immediately slight suspicions are aroused. The following 
case is a striking example of this. 


Mrs, A., aged 74 years, was admitted to a private hospital 
in a state of obvious clinical dehydration subsequent to 
severe diarrhea of several days’ duration. The diarrhea 
was ultimately shown to be due to salmonella “A”, sensitive 
only to streptomycin. Our major concern, however, was 
the restoration of her water and electrolyte imbalance, 
especially in view of her advanced years. The relevant 
laboratory findings are set out in Table TI. 

It is seen that the original uremic state, secondary to 
dehydration, was associated with an expected sodium and 
potassium depletion. a 

The chief problem was to restore potassium balance. On - 
October 1 the patient was quite moribund angit was 
believed that she would not recover. At this time. serum 
potassium (2:7 milliequivalents per litre) had reached a 
dangerously low level. She became stuporous and developed 
a generalized loss of voluntary muscle tone with an 
associated paralytic ileus. 

Up till then she had been given daily about two to four 
grammes of potassium chloride by the intravenous route, 
and six to eight grammes orally. However, this intake 
seemed totally inadequate and we were obviously losing 
ground. Thus on October 1 it seemed justifiable to give 
unusually large amounts of potassium chloride intra- 


-venously. 


She was then given 14 grammes of potassium chloride in 
a 20% solution (187-6 milliequivalents of potassium chloride) 
intravenously in 24 hours. During the following day her 
condition dramatically improved and she continued to make 
steady progress. With the gradual cessation of the severe 
diarrhea her intravenous potassium intake could be reduced 
and ultimately replaced entirely by a potassium mixture 
given orally (about six to eight grammes of potassium 
chloride daily). Her urinary output remained satisfactory 
throughout. 

This case is not unusual in so far as she would have 
died if the hypokalemic threat had not been met by 
vigorous and steadfast potassium therapy under constant 
laboratory control. However, it was dangerous to give an 
old subject such large quantities of potassium during 24 
hours, but the risk seemed justified’ under the dire 
circumstances which prevailed. 

Potassium depletion affects not only/ voluntary muscle 
but also involuntary muscle. The paralytic ileus which 
fails to respond to the customary suction and intravenous 
glucose-saline therapy is a common example. Finally, the 
cardiac muscle begins to suffer, as revealed by the electro- 
cardiographic changes, which, however, are more striking 
in potassium excess. The diagnosis of potassium deficiency 
is difficult because of the predominantly intracellular 
situation of body potassium. At the present time there is 
no clinically convenient method of measuring the total 
quantity of body potassium, The serum potassium estima- 
tion is a rough index of the potassium state in the body. 
However, for.practical pufposes it is reliable in most cases. 
Figure I illustrates the various ways in which the “suck 
and. drip” regime can cause potassium loss. , ‘ 


-‘Potassiwm Intowication. - 


-=Potassium “intoxication.is more likely to. oceur the less 
experienced one is in the use of this potent electrolyte. The 
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wave of “potassium enthusiasm” now appears to be 
abating, but great care still needs to be exercised. The 
big problem is the relatively symptomless development of 
potassium intoxication. Apart from paresthesie and 
irregularities of the cardiac rhythm, the diagnosis is 
usually made on clinical suspicion, especially when the 
patient is likely to develop potassium retention. A serum 
value should be estimated and an electrocardiogram should 
be made as soon as the condition is suspected. The 
electrocardiogram begins to record changes at about 


"SUCK and DRIP 


Figure I. 


a to illustrate various factors which may contribute 
to potassium loss in a patient subjected to major surgery. 


71-5 milliequivalents per litre (approximately 30° milli- 
grammes per 100 millilitres). Above all, it is importart 
never to administer potassium in the presence of oliguria. 
A urinary output of at least 500 millilitres per day should 
be maintained during potassium therapy. Potassium 
should not be given in too great quantities or at too fast 
a rate. 


In the average case of potassium depletion requiring 
intravenous replacement, about six to eight grammes daily 
of potassium chloride should be given in a concentration of 
four grammes of potassium chloride per litre of glucose 
(that is, 53-6 milliequivalents per litre). The drip rate 
should be such as not to exceed 20 milliequivalents of 
potassium chloride per hour, that is, never more than about 
two grammes of potassium chloride per hour unless the 
circumstances of potassium loss are unusual. Whenever 
possible, potassium chloride should be given my mouth. 
There are various potassium mixtures available, for 
example 


Potassium acetate 4 grammes 
Potassium bicarbonate 4 grammes 
Potassium citrate 4 grammes 


Water to > 3 ounces 
Signature: Half an ounce four times a day (i.e. 
about 8 grammes ‘per day). 
This mixture is rather unpalatable and is considerably 
improved by the addition of some fruit cordial. 


Important Metabolic Changes which Occur After 
‘Injury and Operation. 


Recent work has shown that after operation or any 
severe injury there is a “catabolic phase” of nutrition, 
when the protein catabolism involved proceeds regardless 
of amino acid and protein intake. However, by giving 
adequate water plus at least 100 grammes of glucose (that 
is two litres of 5% glucose), one is able to reduce water 
loss and protein catabolism to a minimum. I have already 
indicated that water is lost during this catabolic phase, 
but it is not necessarily lost in the urine. In fact the 
normal inflammatory response and processes of repair 
demand certain essentials, including water and sodium 
and chloride. The water and its associated potassium are 
mobilized from the uninjured cells, the potassium then 
being excreted in excess quantities in the urine for some 
12 to 36 hours or more after injury. Hence, during the 
early post-operative or post-traumatic period one must 


not be deluded by oliguria. It is now known that renal 
conservation of sodium and water occurs in spite of 
abundant provision of these substances and may give rise 
to the retention of large quantities of sodium and water. 


Salt excess gives rise to the well known “moist bases” 
and other signs of edema. — 


Water intoxication is also a well-established entity. 
Stupor, confusion and coma can result, sometimes with 
various associated motor disturbances such as convulsions. 
“Pushing fluids” orally or rectally has been known to 
cause this state. Also, it is often not realized that edema 
is not invariably present because in water intoxication 
rapid administration rather than a large excess volume . 
of water is the important factor in etiology. The excess 
water is widely distributed within the cells and their 
environs. 

The Value of the Milliequivalent. 


If one accepts the idea of the milliequivalent termin- 
ology, then ionic interchange and balance become so 
much easier to comprehend. The milliequivalent is a vital 
quantity of ions; the milligramme is a dead mass like a 
pound of flour. We can all remember something about the 
equivalent weight of a substance and how chemical 
reactions take place in accordance with the laws of 
chemical equivalents. Similarly, we can apply our know- 
ledge of equivalent weights to the body’s chemical and 
ionic reactions, 


What is a milliequivalent? 


A substance has a concentration of one milliequivalent 
per litre when its equivalent weight in milligrammes is 
contained in one litre of fluid (Figure II). For example, 


| Eq. Weight Concentration of ions 
WY, = |m.Eq. per litre 


Figure Il. 


The equivalent weight of a substance in milligrammes 
dissolved in one litre of fluid produces a concentration of 
one milliequivalent per litre of that substance. 


a solution containing one milliequivalent per litre of 
sodium chloride 


= the equivalent weight in milligrammes + one litre 
atomic weight 
= ———————— + one litre 
valency 
23 + 35-5 
= ———- milligrammes per litre 
1 ‘ 


= 58-5 milligrammes per litre. 


Also, for example, a solution containing one milliequivalent 
per litre of potassium 


= the equivalent weight in milligrammes + one litre 


= 39 milligrammes + one litre 
*. five milliequivalents per litre 


= (39 x 5) milligrammes per litre 
= 195 milligrammes per litre. 


To convert milligrammes per 100 millilitres (often 
referred to as “milligrammes per cent”) to milliequivalents 
per litre the following formula may be used: 


milliequivalents per litre = 
milligrammes per 100 millilitres x 10 


equivalent weight in milligrammes 
For example, to express a sodium concentration of 330 
milligrammes per 100 millilitres in terms of milll- 
equivalents per litre, 


4 Stimulation of carbohydrate 
> (oTissue breakdown) 
Surine fry \\\! 
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1 
ae = 143-4 milliequivalents per litre.. 
2 

There are various forms of ready reckoner such as the 
valuable one suggested by Dique of Brisbane. 

Those of us in constant clinical contact with such work 
are well advised to carry certain vital facts in our 
little personal black notebook which forms part of our 
armamentarium. Tables I and II are two tables of 


importance. ' 


Blood 
Urea. Serum Serum Serum 
Date of (Milli- Protein. | Sodium. | Potassium.| Chloride. 
Test. Grammes| (Milli- (Milli- (Milli- 
r 100 r 100 |equi qui q 
Mini tres.)} per Litre.) per Litre.) per Litre.) 
1955— 
September 28 165 5-1 182 3-2 101 
September 29 75 4-9 145 3°6 112 
September 30 49 6-0 189 8-7 109 
October 1 60 4 6-0 139 2-7 106 
October 3 82 6-0 141 3-4 116 
October 4 79 6-1 139 4-2 123 
October 5 55 6-0 139 5-0 109 
October 10 36 6-0 184 5-1 101 


With this information one can easily. manage to calculate 
and replace the deficiency of the various important ions. 
One must realize once again that calculations concerning 
potassium are rough because there is as yet no reliable 
and simple way of calculating the intracellular potassium. 


TABLE II, 
Average Serum Values. 


Cations (Milliequivalents 
Litre). 


Potassium. . - 5 


In order to calculate the total deficit of any particular 
ion in terms of milliequivalents we use the following 
formula. Total deficit = (average value — observed con- 
centration) x fluid volume. 


TABLE III. 
Amounts of Sodium, Potassium, 


Chloride and Lactate Ions in Some > oa 
Replacement Solutions Expressed in Terms of Milliequivalents per 
Solution. Sodium. | Potassium.) Chloride. | Lactate. 
4% saline 427-5 — 427-5 

Norval (0:9% saline 154 154 
saline 4% ing 

20% potassium chloride’ 2680 2680 _ 


1Therefore one 10-millilitre ampoule contains 26-8 milliequivalents of 
potassium and chloride. 

In calculating the sodium deficit, the fluid volume (in 
the average male) would be 16 litres because sodium is 
mainly an extracellular ion, whereas in the case of 
potassium this volume would be 35 litres (380 litres for 
the female). 

For example, if the sodium value is found to be 126 milli- 
equivalents per litre, the total deficit = (142 - 126) x 15-250 
milliequivalents. This can be replaced with 1:5 to 2-0 
litres of normal saline (each litre bottle contains 154 
milliequivalents of sodium chloride). 


Post-Operative Requirements for Twenty-Four Hours. 


1. Water: three litres are required, but it should be 
remembered that this is purely a basic requirement and 


any established deficiencies must be considered in 
estimating the 24 hour intake. 

The drip rate should be about 40 to 50 drops per minute 
(50 drops per minute equals approximately 3500 millilitres 
per day; one drop per minute equals approximately three 
millilitres per hour). a 

2. Electrolytes: these are given in solutions included in 
the basic three litres of water. Eighty milliequivalents of 
sodium chloride are required; this amount is contained in 
500 millilitres of normal saline (it is unwise to exceed one 
litre of normal saline daily in the average case). The 
potassium requirement (80 milliequivalents) is provided 
by three 10 millilitre ampoules of 20% potassium chloride. 


3. Calories: at least two litres of 5% glucose should be 
given in each 24 hours as part of the total three litres; 
this contains 100 grammes of glucose. As a rough general 
rule a fairly safe proportion is two litres of 5% glucose for 
every one litre of normal saline in the average adult male. . 
An adequate caloric intake cannot be maintained on 
intravenous therapy alone. 

4. Vitamins: vitamin K and vitamin C are those. most 
commonly employed. The dose of vitamin K iis usually 16 
milligrammes per day by intramuscular injection and of 
vitamin CO about 300 milligrammes daily. 


5. Nitrogen: the use of whole blood and human albumin 
is preferable to plasma and plasma substitutes. One bottle 
containing 100 millilitres of human albumin solution is 
equivalent to 500 millilitres of plasma. The serum protein 
value and hematocrit reading are a guide to the amounts 
required. 

Summary. 

I have endeavoured to summarize and simplify certain 
essential facts of practical value in modern fluid and 
electrolyte therapy. 

The problem is viewed in the light of daily clinical 
application, especially in surgery. Time-honoured clinical 
tests such as inspection of the tongue and skin must never 
be neglected.. 

However, we are living in an ionic age and therefore 
must use ancillary aids, such as flame photometry, so that 
the clinical picture may be even more clearly interpreted. 


To those many authors and clinical teachers who have 
helped me to unravel and appreciate this subject over the 
years I —— my great indebtedness. 
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RELATIONSHIPS BETWEEN COUGH AND CLIMATE 
IN A SMOGLESS NEW SOUTH WALES 
COASTAL DISTRICT. 


By Hanns Pacy, 
Tea Gardens, New South Wales. 


Non-SPECIFIC INFLAMMATION is by far the greatest cause of 
morbidity. The largest group of these inflammations occurs 
in the respiratory tract. Any advance made in the defeat 
of the common inflammations of the respiratory tract will 
therefore immediately produce a higher standard of living. 
The control of any disease depends on sufficient knowledge 
of its underlying causes and precipitating factors. The 
present observation demonstrates the relationship between 


TABLE I. 
Laboratory Findings in a Patient. 
| 
Anions (Milliequivalents 
per Litre). 
142 Chloride 103 
Protein.. 16 
| 
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the combined variations of relative humidity and tem- 
perature in a smogless atmosphere and the demand for 
cough medicines. 


Method. 

_A dispensing service was conducted in conjunction with 
a@ medical practice in a central New South Wales coastal — 
area comprising all land east of a line drawn from Karuah, 
New South Wales, on the north shore of Port Stephens, to 
Mungo Brush, north-east of Karuah on the Pacific coast. 


’ A census held on June 30, 1954, showed a total of 980 


‘persons in the area. This population was increased by an 
estimated 300 tourists during the Christmas and Easter 
holidays. After three years (April 15, 1954, to April 15, 
1957), the sales records of the dispensing service were 
investigated for seasonal variations. These records 
included medicines sold without a doctor’s prescription, 
which in other words exceeded the “medical” morbidity. 
At the same time, the Meteorological Bureau was 
approached, and the monthly averages of relative humidity, 
maximum and minimum temperature and rainfall were 
obtained for the same period. As this study began and 
finished in the middle of April, half the average values for 


April, 1954, and for April, 1957, together with the averages ~ 


for April, 1955, and for April, 1956, were used in computing 
the three-year averages for this month. These data were 
recorded at the climatological station in Newcastle, about 
28 miles away, which has practically the same climate. 


The results are presented in Figure I, which compares 
the monthly averages for maximum and minimum tem- 
perature (“temperature range’), humidity and rainfall, 
calculated over the three-year period, with the average 
number of sales of cough medicines in each month of the 
year, calculated from the figures for the three years. In 
the latter case, the three-year average for each month is 
represented by a thick line, while the range is indicated 
‘by a shaded field. 


The purchasers of cough medicines, the vast majority of 
whom were known to the doctor, were then considered 
clinically for comment. 


Results. 

As shown in Figure I, the sale of cough medicines rose 
steeply each time the monthly averages of relative 
humidity and temperatures fell. The amount of rainfall 
seemed to be less important. The sale of other medicines, 
such anti-asthmatic and anti-rheumatic drugs 
(salicylates, phenazone, “Butazolidin”, cortisone, adrena- 
line), showed no significant pattern, especially if followed 
over more than one year. 


The 898 cough medicines sold could be divided into three 
groups in order of their popularity. These were: (a) 
potassium bromide, tincture of belladonna, glycerin and 
liquorice mixture of the Royal North Shore Hospital 
Pharmacopeia; (bd) linctus of codein and similar cough 
eentre depressants; (c) expectorant preparations like 
linctus of menthoi, menthol inhalation, and combination 
of ammonium bicarbonate, tincture of camphorated opium, 
tincture of ipecacuanha, etc.; papaverine and ephedrine 
were also added in individual cases. j 


Clinically, most of the 980 inhabitants of the report area 
were personally known to the doctor. Impressions gained 
from such “longitudinal” acquaintance weigh more, 
therefore, than the statistically unimportant. “transverse” 
figures would indicate. The types of persons requiring the 
sidan amounts of cough medicines were in the following 
order. 


1. Patients over 55 years of age. This group consisted of 
71 persons who consumed 296 items or about four items per 
head in three years. Of the 296 mixtures, 150 belonged to 
Group (a), 75 to Group (b) and 71 to the expectorant 
group (one would have expected that the elderly persons 
would prefer the more expectorant group). Of these 71 
persons, 61 were smokers; 56 were regular takers of 
alcohol; 48 were males; 35 were overweight; 35 had mild 
“subclinical” congestive cardiac failure, mostly of the 
arteriosclerotic type; 25 had a history of previous respira- 
tory illness. The majority of them were pensioners. 


Mild congestive cardiac failure often seemed to develop. 
insidiously after the age of 55 years, when it was taken 
as “normal” and was self-treated with cough mixtures, 
while some aminophylline tablets or “Guy’s Hospital Pills” 
would have been better. Low salt diets are almost im- 
possible in an area where salt water fish is the cheapest 
source of protein, and this fact no doubt increases the 
demand for diamox, mersalyl and theophylline, which are 
available free of charge. Among the 980 inhabitants 
approximately 13% were pensioners, and they consumed 
about 33% of all cough medicines. 
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Graph showing the relationship between climate and sale 
of cough medicines over a three-year period. 


2. The next highest consumption of cough medicines per 
head in the three years (106 items by 40 persons) was by 
children under the age of five years. The most common 
etiological factor appeared to be hypersecretion of mucus 
mostly due to infections of unknown origin. Response to 
treatment appeared to be in the following order: to cough 
mixture alone, to cough mixture plus treatment with anti- 
histamines and to cough mixture plus antibacterial treat- 
ment. Group (a) mixtures were the most frequently 
demanded, and transient infections were the rule with few 
recurrences. 


3. The lowest consumption per head (496 items by 287 
persons) was by persons between the ages of five and 55 
years. A®tiologically, infection seemed to be a long way 
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ahead of allergy as a causal factor, and the large majority . 
of cases did not recur within three years. Demand for 
medicines was rarely earlier than after three days of 
illness, and demand for Groups (b) and (c) types of 
medicines approximately equalled the demand for Group 
(a) type. 

The seasonal rise in consumption was seen in all three 
clinical groups. It was emphasized by the fact that in 
spite of increased population in the summer, fewer cough 
medicines were consumed than at any other time. 


Conclusion. 


The seasonal fall in relative humidity and temperature 
is a major contributing factor in the genesis of chest 
infections in persons in the previously defined area, 
particularly in those over 55 years and under five years of 
age, even when allowance is made for the fact that cough 
medicines may be prescribed free of charge under the 
Pensioner Medical Service. I suspect that this may apply 
to the entire coast of New South Wales. , 


Summary. 

The monthly sales of cough medicines in a dispensing 
service attached to a medical practice in a smogless coastal 
district of New South Wales has been graphically plotted 
against the monthly averages of relative humidity, tem- 
perature and rainfall over a period of three years. A 
sharp rise in the demand for cough medicines was noted 
with each seasonal fall of relative humidity and tem- 
perature. Highest consumption per head was by persons 
over 55 years and under five years of age. .Those persons 
over 55 years of age were often smokers, regular takers of 
alcohol and males. 

Changes in rainfall were not so significant, and other 
medicines, such as anti-histamine, anti-rheumatic and 
anti-asthmatic drugs did not show any signijicant pattern 
when followed over more than one year. I conclude that 
the seasonal fall of relative humidity and temperature is 
a major factor in the genesis of respiratory tract infections 
in this. district and -possibly on the entire coast of New 
South Wales, particularly in the age groups of persons over 
655 years and under five years of age. 
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Reports of Cases. 


PREGNANCY IN AN ACHONDROPLASTIC DWARF. 


By Narrrass, F.R.C.0.G., 
Perth. 


THE survival of an achondroplastic infant whose parents 
are achondroplastic dwarfs is so rare that the following. 
report is believed to be the first recorded case of such an 
event in the British Commonwealth and the fifth recorded 
in the world literature. 


Statistics show that the birth of an achondroplastic or 
chondrodystrophic dwarf. from normal parents is not a 
common occurrence, and for one to survive is still more 
unusual. At the Denmark Lying-in Hospital (Copenhagen) 
there were eight achondroplasiacs conceived from normal 
parents in 94,000 deliveries. Professor Gordon King 
informs me that in Hong Kong he delivered seven in 
69,850 deliveries. At the Chicago Lying-In Hospital there 


were eight in 60,000 babies delivered from normal parents. 
Only’ one of these eight Chicago dwarfs survived, and this 
is apparently the usual percentage of survivals. At King 
Edward Hospital, Perth, there have been two achondro- 
plastic babies born in the last 41,180 confinements; neither 
baby survived.. In my own private practice, excluding this 


> reported case, I have delivered two achondroplasiacs from 


8400 normal mothers; one was stillborn and the other 
lived for only a few hours. 


Ficure I. 


The mother and father, typical female and male 
achondroplastic dwarfs, whose - heights are three feet 
eleven inches and four feet one inch respectively. 


Hence the number of achondroplasiacs in any one 
country is extremely few, and so we can say that the 
marriage of two achondroplastic dwarfs is ‘a great rarity. 
Still more rare is it for them to have produced an 
achondroplastic infant who has survived. 


’ Potter and Coverstone, from the University of Chicago, 
reviewed the world literature in 1947; they found two 
similar cases and reported the third case. Since then Porat, 
Ehrenfeld and Brzezinski (1956) have reported a fourth 
case from Jerusalem, Israel. 


Clinical Record. 


Mrs. A. was first seen by me during her early weeks of 
pregnancy. Aged 30 years, she was a typical achondro- 
plastic dwarf, three feet 11 inches in height, and weighing 
six stone eight pounds. She was escorted to my surgery 
by her achondroplastic husband, aged 29 years, who was 
four feet one inch tall. They had been married four 
months. They informed me that their aim was to lead a 
normal, happy life and that they had refused several 
lucrative offers from theatrical entrepreneurs. Both were 
born in Western Australia of normal parents. There was 
no history of achondroplasia in either family. She was 
the tenth of 15 children and he was one of five children. — 


- The patient’s menses commenced at the age of 15 years 
and henceforth her cycle was usually regular, Her last 
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normal period commenced on March 4, 1956, so her 
expected date of confinement was December 11. 

Physical examination showed her to be a _ typical 
achondroplastic dwarf, mentally bright and with a happy 
disposition. She had to be lifted onto the examination 
couch, and it was noted that the normal sized cuff of the 
sphygmomanometer extended half way down her forearm 
making usual readings impossible, so the systolic blood 
pressure was obtained by palpating the pulse at the wrist, 
vr was found to be 100 millimetres of mercury on this 


Vaginal examination showed an extraordinary antero-. 


posterior contraction of the pelvis, the sacrum being dis- 
placed anteriorly so as to lie almost against the symphysis 
—an uncanny feeling when one is used to feeling normal 
pelves. The intercristal diameter was eight and a half 
inches and the interspinous diameter was half an inch 
less. It was decided that, if the pregnancy advanced to a 


Ficure Il. 


Skiagram of the intrauterine achondroplastic baby taken 
one month before term. .- 


satisfactory stage, a straight X-ray picture would be taken 
to decide on the condition of the fetal bones. Owing to 
the increased exposure necessary for pelvimetry, this would 
not be done in her case, as a Cesarean section was 
obviously the only method of delivery. 


Regular antenatal supervision was undertaken. At four 
and a half months the uterus appeared to occupy the whole 
of the abdominal space and one had the feeling that the 
abdomen could not possibly accommodate an enlarging 
uterus for much Jonger. As the baby remained in utero 
for 38 weeks it was a remarkable example of adaptability. 


Had she commenced labour at even five months, it 
would have been a problem because of the probability of 
obstructed labour. Actually her antenatal course was 
comparatively uneventful until three weeks before term. 
Her total weight gain was only 11 pounds, and her blood 
pressure remained constant. At the thirty-seventh week 
she did not feel well, so was admitted to hospital. After 


two days’ rest in bed, on a salt-free diet, albumin was 
found in the urine for the first time. Soon afterwards 
marked edema of the extremities appeared, and a marked 
left-sided facial paralysis was noted. 


Skiagram of the same baby taken at the age of six weeks. 


Figure IV. 
Mother and baby, six months after delivery. 
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A lower segment Cesarean section was performed, and a 
healthy achondroplastic female infant, weighing four 
pounds six ounces and having a length of 16 inches, was 
delivered. The mother’s post-operative course was satis- 
eer although the facial paralysis persisted for several 
weeks. 


On a recent visit to her home, where the parents use 
half-size wardrobes, chairs and tables, I found a healthy, 
well-fed baby with a happy and delighted mother, excited 
with the fact that her baby’s first tooth had been found 
that morning. 


Much against my advice, they are contemplating 
increasing their family. I think they should rest on their 
laurels,.not only because the mother survived a fulminating 
toxemia of pregnancy which may recur, but also because 
statistics show that even with normal parents there is a 
very high incidence of intrauterine death of achondro- 
plastic babies, and of the few born alive a very high 
percentage die during their first few weeks of life. The 
causes of death are apparently lung complications due to 
chest deformity or the results of bone deformities in the 
skull. According to genetic principles the progeny of an 
achondroplastic mother and father must be achondroplastic. 


Summary. 


The birth of a living achondroplastic infant from an 
achondroplastic mother and father is reported. It is 
believed to be the first case of such an event recorded in 
the British Commonwealth. 
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The ge | of Mental Defectives. By Charles H. Hallas, 
s. .R.M.N., R.N.M.D., §S.T.D., a foreword by 
Ronsia Cc. MacGillivray, "M.B., Ch.B., R.F.P.S., D.P.M., 

and an introduction by W. L. Walker, M.B., Ch.B., 

D.P.H., D.P.M.; 1958. Bristol: John Wright and Sons, 

Limited. 83” x 5”, pp. 196, with nine plates. Price: 21s. 

(English). 


Tue publication of a text-book entirely devoted to the 
nursing of mentally defective patients brings forcefully to 
our notice the more positively therapeutic attitude which 
is at present being directed towards this under-privileged 
group. The author, who is well qualified for his task, brings 
to the subject a wealth of practical experience and, what is 
more important, an attitude very remote from the old and 
unprofitable emphasis on descriptive pathology. Instead, as 
is right and proper, he concentrates on the positive aspects 
of. each mentally defective patient, regarding them as 
individuals and stressing their capacity for more adequate 
socialization, given the right atmosphere. A highly sig- 
nificant quotation which exemplifies the spirit of this work 
is given on page 49: “It has been found that very few 
patients are so defective as to be unable to gain some benetit 
from their training, even though it may only be in the 
eae of cleanliness and the controlling of aggressive 

aviour.” 


The author stresses the small size and ‘family atmosphere 
which is necessary for a good mental defective ward and 
provides a section on ward management, which should be 
helpful to those closely concerned in this task. :He gives a 
good description at the required level. of “patterns of 
behaviour”; it is especially interesting in that the concepts 
are made meaningful in terms of mental defective behaviour. 
He believes, and can justify his belief, that staff ward 
meetings as well as patients’ ward conferences are of great 
value, especially for high-grade patients, and insists that 
“the traditional submission to authority’ should be replaced 


Ch tog hi 


by a mutual respect, sharing of ideas and criticism”. These 
are exciting words to those who know of no other than the 
authoritarian hospital power structure. 


The major weakness in the book is the dangerously brief 
and over-simplified section on physical treatment, which 
would have been better omitted if it were essential for it to 
be done so sketchily. The most gross example of this is a 
small paragraph on the treatment of frigidity, which is an 
unlikely symptom surely to require treatment in the 
mentally deficient, and for which in any event sex hormones 
are clearly inappropriate. However, despite this and other 
small criticisms which could be made, this text is of great 
importance in its field and is a competent and well-written 
exposition. 


Recent Advances in Angwsthesia and Analgesia (Including 
Oxygen Therapy). By C. Langton Hewer, M.B., B.S. 
(Lond.), M.R.C.P. (Lond.), (Eng.), and J. 
Alfred Lee, M.R.C.S., L.R.C.P., M.S.A., F.F.A.R.C.S. 
(Eng.); Eighth Edition; 1957. “ta don: J. and A. 
Churchill, Limited. 8” x 53”, pp. 304, with 95 inustre. 
tions. Price: 40s. 


WHEN the seventh edition of this member of the “Recent 
Advances” series appeared in 1953, we reviewed it at length 
and commended it as a valuable book for reference. Dr. C. 
Langton Hewer, who produced the first seven editions of the 
book on his own, has now taken in an assistant, Dr. J. Alfred 
Lee, and together they have produced a useful new edition. 
In his preface, Dr. Hewer points aut that previously he has 
aimed to give a brief description of each subject, followed in 
more detail by an account of recent advances. This is no 
longer possible, because of the great volume of material 
involved. In the eighth edition, therefore, he has considered 
only developments which have taken place in the past few 
years, the reader being assumed to be familiar with the 
earlier work. Exceptions have been made for topics which 
are sufficiently recent to be dealt with as a whole, and others 
have been regarded as compact enough to be treated as 
monographs. Examples of these are muscle relaxants, induced 
hypotension and hypothermia, anzsthetic explosions and the 
phenothiazine derivatives. «Although little recent work has 
been done on oxygen therapy, a chapter has been retained 
owing to numerous requests from readers who appear to 
have found it useful. Most aspects of the subject of anzs- 
thetics are touched upon, and the volume will be generally 
acceptable to all who work in this field. 


Planning 1957. Oxford: 
* siackwell Scientific 54”, pp. 117. 
Price: 7s. 6d. 


THE number of international medical gatherings is steadily 
mounting, and there should be a good deal of interest in this 
book, which has been issued by the Council for International 
Organizations of Medical Sciences. The Council, which was 
established in 1949 under the joint auspices of UNESCO and 
WHO, has aimed at raising the standard of international 
medical meetings on the one hand and at coordinating con- 
gresses on the other. The present volume covers experiences 
since that time and embodies the results of a number of 
conferences held on the subject. It is pointed out that the 
handbook has been kept practical. It is hoped that it will 
stimulate thought about conferences, but its primary purpose 
is “to provide guidance for those who find themselves caught 
up by the necessity to plan, hold or take part in meetings 
of an international character”. Every conference is different 
in many of its aspects, so every part of this book will not be 
relevant or acceptable to those who seek its guidance, but it 
should be most useful to those who are inexperienced in 
these matters and stimulating to those who have already had 
some experience of their own. 


Techniques: Clinical and Biochemical 
Applications. Edited by Ivor Smith, B.Sc, Ph.D., 
F.R.I.C.; 1958. London: William Heinemann (Medical 
Books), Limited. 84” x 5”, pp. 324, with illustrations. 
Price: 45s. (English). 


DurinGc the last: decade chromatography has become one 
of the most convenient and widely used* analytical tools of 
the chemist and biochemist alike. It is therefore no wonder 
that many text-books and handbooks on chromatography 
have been published during the last few years. Unfor- 
tunately, however, only very few of the books dealing with 
chromatographic techniques try to present the available 
techniques in a critical manner. Most of the recently pub- 
lished handbooks on chromatography are really only lists of 
arom epg presenting all published techniques, without any 

ection. 


AveustT 9, 1958 


THE MEDICAL JOURNAL OF AUSTRALIA 


199 


The book under review belongs to the more critical variety, 
and succeeds in simplifying the vast data on chromato- 
graphic techniques that have by now accumulated. Thus 
it should serve as a useful handbook of techniques in paper 
chromatography for routine clinical work as well as for 
research. The title “Chromatographic Techniques” is, how- 

‘ ever, misleading, as, apart from a very brief section on 
column ‘chromatography in the chapter on steroids, the book 
deals only with paper chromatography. The value of tie 
book would also have been considerably enhanced if a 
chapter, however brief, had been included on the theoretical 
background of chromatography or paper chromatography. 


There are seventeen chapters dealing with general aspects 
of paper chromatography, as well as discussing in more 
detail techniques for the separation of amino acids, amines, 
indoles, imidazoles, guanidines, purines, pyrimidines, sugars, 
keto acids, phenolic acids, acids of the citric acid cycle, 
barbiturates, cholesterol-and its esters, and steroids. Included 
is also an excellent chapter on desalting techniques. Another 
chapter deals with the procedures employed in the investiga- 
tion of new compounds, and the last chapter cites model 
experiments suitable for students. There is a general index 
as well as an index of compounds. Interspersed in the text 
are discussions on the clinical significance of various 
chromatographic patterns. The book is well appointed ard 
freely illustrated with photographs and maps of paper 
chromatograms. These and the many tables of Rr values 
provide useful information to students, technicians and 
research workers alike. 


Medicinal Chemistry. Edited by F. F. Blicke and C. M. 
Suter; Volume II; 1956. A series of reviews prepared 
under the auspices of the Division of. Medicinal 


Chemistry of the American Chemical Society. New 
York: John Wiley and Sons, Incorporated. London: 
Chapman and Hall, Limited. 9” x 6”, pp. 318. Price: 


$10.00. 


Medicinal Chemistry. Edited by F. F. Blicke and R. H. Cox; 
Volume III; 1956. A series of reviews prepared under 
the auspices of the Division of Medicinal Chemistry of 
the American Chemical Society. New York: John Wiley 
and Sons, Incorporated. . London: Chapman and Hall, 
Limited. 9” x 6”, pp. 354. Price: $10.50. 


THESE two volumes continue a series of reviews prepared 
under the auspices of the Division of Medicinal Chemistry 
of the American Chemical Society. The material in the 
various chapters is voluminous, precise and well arranged. 
The chapters are articles for detailed reference to particular 
corners of a field rather than reviews of a field. Accordingly, 
they are for research workers and more particularly workers 
in chemistry and pharmacology. All the chapters are 
written by well-known and experienced workers in the 
particular fields. The detailed annotation and bibliographies 
are a very important part of each volume. 


The topics included in Volume II are: some chemical 
aspects of the cardiac glycosides; synthetic cestrogens; 
analgesics—arylpiperidine derivatives; B-haloethylamine 
adrenergic blocking agents. Those in Volume III are: 
methadone and related analgesics; quarternary ammoniun: 
germicides; non-mercurial diuretics; synthetic analogue of 
physostigmine. These are books of reference essentially for 
research workers. 


Introduction to Dental Anatomy. By James Henderson 
Scott, D.Sc., M.D., L.D.S., and. Norman Barrington Bray 
Symons, M.Sc., B.D.S.; Second Edition; 1958. Edinburgh 
and London: E. and S. Livingstone, Limited. 84” x 54”, 
pp. 241, with illustrations. -Price: 42s. (English). 


CONSIDERABLE IMPROVEMENT is shown in the second edition 
_of this useful little book on dental anatomy. Essentially its 
value should lie in the presentation of factual data and well- 
established concepts which have been carefully collected and 
arranged. On the whole this has been well done. ° 


The first two hundred odd pages deal with the morphology 
of the human teeth; the histology of the hard tissues of the 
teeth and their immediate relations; the mucous membrane 
of the mouth; tooth movement; and the embryology, growth 
and age changes of the face, jaws and teeth. An extensive 
description of the external form of human teeth is to be 
expected in even an introduction to dental anatomy, and 
the seventeen pages (including illustrations) devoted to the 
human dentitions, permanent and deciduous, are not enough. 
Some loose statements still remain to detract from the merit 
of the second edition, where, occasionally, when such 
matters as growth processes and the architecture of the 
jaws are discussed, one finds some current, popular but 
ee statement uncritically accepted and treated as 


The remainder of the book deals with comparative 
anatomy of the teeth and jaws and the evolution of the 
teeth. This large and difficult subject is approached and 
introduced in a comprehensive manner. The examples given 
are well selected for the purpose and for the most part are 
suitably discussed, but there are also included naive under- 
statements such as the following: on page 290, “It is difficult 
to interpret these differences [of form] in terms of variations 
in diet or function”; and on page 291, “These changes in 
tooth form along the dental arches would appear to depend 
on factors which determine functional differences rather 
than upon the direct effects of function”. 


An Introduction to Experimental Surgical Studies. By W. J. 
Dempster, F.R.C.S.; 1957. Oxford: Blackwell Scientific 
Publications. 84” x 53”, pp. 464, with 72 illustrations. 
Price: 50s. (English). 


A PUBLICATION which is not only highly instructive but 
also arresting and thought-provoking is “An Introduction to 
Experimental Surgical Studies” by W. J. Dempster, F.R.C.S., 
the Lecturer in Experimental Surgery in the Post-Graduate 
Medical School of London. The author states that the object 
of the publication is to provide a wide range of references 
and a critical commentary for the post-graduate surgical 
student who is engaging in experimental surgery. This he 
does in an admirable and astonishingly complete fashion. 
The extent of the bibliography alone is a source of some 
amazement; for instance, at the end of the section on “Low 
Temperature Studies” there are 265 references, which must 
surely provide a complete cover of the available literature. 
The same applies to the other sections, and for anybody, 
whether beginner or experienced worker, this volume must 
surely be a most valuable source book. 


The subject matter is presented with a brevity and clarity 
that indicate the quality of Mr. Dempster’s thinking. Nothing 
is accepted as fact which can possibly be regarded as iess 
than fully substantiated, and queries are presented about 
almost every point on which he touches. His philosophy is 
pointedly presented in the preface: “Only the less thoughtful 
can afford to be cocksure today.” 


In Australia our tradition has been clinical, and the 
amount of experimental surgical work that has been carried 
out has been negligible. In this we are not at world standard. 
There are many surgeons, particularly amongst the younger 
generation, who would like to attempt some experimental 
surgical research, but who, through lack of direction, 
training or opportunity, have never become involved with 
it. There can be no doubt but that some experience of 
this discipline is of great benefit. To anyone so inclined 
this book will inevitably prove stimulating and of untold 
help. The author not only provides many ideas for limited 
or major research projects, but also achieves his stated objec- 
tive to “alleviate some of the frustrations so frequently 
experienced in the early stages of a research project”. Quite 
apart from its value in this regard, the book can well be 
read by the established surgeon, and it will do much to 
confirm or deny many of his old ideas and will help him to 
retain that freshness and vigour of outlook which is the 
hall-mark of the experimentalist. 


Clinteal Neurosurgery: Proceedings of the Congress of 
Neurological Surgeons, 1956. 1957. Baltimore: The 
Williams and Wilkins Company. Sydney: Angus and 
Robertson, Limited. 9” x 59”, pp. 147, with many illus- 
trations. Price: 77s. 


TuIs book is the fourth of what has become an annual 
publication, and reports the proceedings of the Congress of 
Neurological Surgeons in Chicago in November, 1956. On 
this occasion Mr. Wilder Penfield, of Montreal, was honoured 
at the meeting, and the first papers are by him, one dealing 
with some aspects of the history of medicine, the other with 
the function of the temporal cortex. 


The chief subject discussed is the diagnosis and treatment 
of pituitary tumours. Most of the accepted views are put 
forward in contributions from an ophthalmologist, a neuro- 
radiologist and two senior American neurosurgeons, Dr. 
Love, of the Mayo Clinic, and Dr. Horrax, of Boston. The 
most interesting and important feature of the symposium is 
the report of the value of radiotherapy before surgery in 
chromophobe adenomata by Dr. Horrax. Since 1952 in the 
Lahey Clinic in Boston, patients with pituitary tumours and 
visual loss have been given supervoltage deep X-ray therapy 
by the rotational method with good results, so that it has 
been necessary to operate on only eight patients (12°1%) 
because radiation had not been effective in controlling visual 
deterioration. It is too soon to come to definite conclusions, 
but if such results can be obtained and if they prove lasting, 
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then the place of surgery and radiotherapy in ‘the manage- 
ment of pituitary tumours will alter, 


The final chapters relate the clinical and physiological 
effects of hypophysectomy in a series operated by Bronscn 
Ray in New York. As others have done, he appears to have 
achieved a worthwhile number of remissions in metastases 
from carcinoma of the breast. 

For those who are in any way interested in the clinical 
aspects of problems relating to the pituitary gland, this book 
will be a useful reference work. 


General Pathology. Edited by Sir Howard Florey; 1958. 
London: Lloyd-Luke (Medical Books), Limited. 9” x 6”, 
pp. 934, with many illustrations. Price: 84s. 


Tue first edition of this book (then entitled “Lectures on 
General Pathology”) appeared five years ago and comprised 
37 chapters by 10 authors. Now it has 43 chapters by i5 
authors, of whom 12 work in Oxford and two formerly did 
so for several years. The book thus retains its pre- 
dominantly Oxonian character and approach, being still, as 
formerly, “intended for the better student”. It will now be 
more useful to him, too, for this edition covers much more 
of the subject, and may fairly claim its new and wider title. 


The most serious deficiency of the first edition, the absence 
of a section on tumours, has been most handsomely made 
good, and the four new chapters by Dr. Isaac Berenblum 
are among the best in the book. Dr. Berenblum writes with 
authority and balance, and with admirable lucidity; though 
very readable, his chapters are packed with meat. Another 
good new chapter is by G. V. R. Born, who writes on the 
metabolic effects of injury. This is a valuable and up-to-date 
supplement to the section on hemorrhage and shock, which 
has otherwise been very little altered from the former 
edition. J. E. French fills other gaps with new chapters 
on thrombosis and on atherosclerosis, both incorporating 
interesting modern work. Sir George Pickering’s valuable 
chapter on fever gains much by being written by a prac- 
tising clinician with a special interest in this condition. The 
chapters on inflammation, healing, chronic infections and 
tuberculosis are as interesting and authoritative as formeriy, 
and have been deftly rewritten to incorporate much new 
work without significant increase in length. The increasing 
volume of good new chemical work (much of it British) on 
the inflammatory reaction is succinctly and judiciously 
assessed. 


The rest of the book has also. been thoroughly revised. 
However, the degenerations are still very shortly and 
scrappily treated. Surely amyloidosis deserves more than 
one page in more than 900! As before, the long and detailed 
section on immunology is noteworthy, while the chapters on 
radiobiology incorporate the recent authoritative official 
statements on this subject. 


There is a profusion of illustrations, most of them very 
well chosen, but Figure 2/7 of fibrinous pericarditis is not a 
‘' very worthy memorial to Sir Henry Acland; and better 
electron micrographs of virus-infected cells are row avail- 
able than those printed, unaltered from the first edition, in 
the chapter on cellular responses to virus infection. How- 
ever, the incorporation of so much new material has meant 
an increase of 200 pages in length, and this is now frankly 
a big as well as an expensive book: It is likely to be beyona 
the means, financial as well perhaps as intellectual, of the 
average undergraduate student, but in our opinion it will 
succeed in its admittedly limited purpose of interesting the 
better student, and particularly the post-graduate student. 
-Undergraduates may not need to buy it, but their teachers 
certainly should do so. 


Gooks Received, 


(The mention of a book in this column does not imply that 
no review will appear in a subsequent issue.] 


Section on General 


“Law and Ethics for Doctors: With a 
by ey J. Hadfield, 


Practice in the National Health Service”, 

M.R.C.S., L.R.C. P., R.C,0.G., with 
contributed sections on negligence by Hawkins and the 
late W. Mair; 1958. London: Eyre and Spottiswoode. 83” x 6”, 
pp. 416. Price : 42s. (English). 

Written to provide the guidance on legal and ethical 
questions needed constantly by the practising doctor. It 
particularly applies to those working under the National 
Health Service in Great Britain. 


“Hospital Coccal Infections: A Symposium Arranged by the 
Association of Clinical Pathologists and the Medical hecesirch 
Council Committee on in Hospital”, edited by 
R. E. “Y aliens and R. A. Shooter; 1957. London : Swan 
Press, mited. Published by The Association of Clinical 
Permian 83” x 53”, pp. 40, with illustrations. Price: 3s, 6d. 
(English). 

This contains summaries of the papers (14 in all) and 
brief accounts of the discussions. 


“Where Love Is: The Fostering of Young Children”, soy 
hine Balls, with preface by John Bowlby, M.D.; 
London Victor Gollancz, Limited. -73” x 5”, pp. 224. PA ys 


pio a in the fostering of homeless young children 
by a child welfare officer. 


“The Sherrington Lectures: V. The Excitable Cortex in 
Conscious Man’, by Wilder Penfield, O.M., C.M.G., Litt.13., 
Se. F.R.C.S., Hon.F.R.C.P., F.R.S.; 1958. Liverpvol: 
8” x 53”, pp. 56, with 15 illustra- 
tions. Price: 10s. 6d. (English). 

The lecturer is Director of the yore a Neurological 


Institute, McGill University, Montreal, Ca 


“Clinical Obstetrics and Gynecology.” Volume I, 
“Medical Problems in Pregnancy”, edited by Curtis J. Lund, 
M.D. ; “Management of Endocrine Problems" , edited by Allan C. 
Barnes, M.D.; 1958. New York: Paul B. Hoeber, Inc., Medical 
Book Department of Harper and Brothers. 93” x 6”, pp. 288, 
with nine illustrations. Price not stated. 

This is the first of a series of volumes, of which four are 
to be issued each year. It contains two separate symposia. 


“The Year Book of Neurology, Psychiatry and Neurosurgery 
(1957-1958 Year Book Series)’’; Neurology, edited by Roland P. 
Mackay, M.D.; Psychiatry, edited by S. Bernard Wortis, M.D.; 
Neurosurgery, edited by Oscar Sugar, M.D.; 1958. Chicago: 
The Year Book Publishers. 73” x 5”, pp. 624, with 104 illus- 
trations. Price: $8.00. : 

One of the Practical Medicine Series of Year Books. 


yen eee age Transactions of the Second Conference, December 


3, 4 and 5 1956, Princeton, N.J.”, edited by Frank W. Newell, 
1958. New Yo rk: The Josiah Macy, rie Foundation. 


9” x 5a”, pp. 248, with 63 illustrations. Price: $4.9 

Contains discussions on five subjects: ea con- 
cerned with aqueous formation—historical background; an 
introduction to mathematical formulation of aqueous 
dynamics; mechanisms of transport by membranes; the 
glaucoma problem; applanation tonometry. 


“Bone and_ Radiostrontium”’, by. Arne Engstrém, Rolf 
nemeet, Carl-Johan Clemedson and Arne Nelson; 1958. 
w York: John Wiley and Sons, Inc. Stockholm: Almavist 
Wiksell. 9” 534”, pp. 140, with many illustrations. 
not stated. 
Much of the work reported in this volume has been. per- 
formed during the past ten years at the Department of 
Medical Physics at Karolinska Institutet, Stockholm. 


“Identity” ; World Federation for Mental Health Introductory 
Study No. 1; 1958. London: World Federation for Mental 
Health. 84” x 53”, pp. 46. Price: 5s. (English). 


The first of “a series of introductory studies, from an 


‘international and interdisciplinary point of view, of basic 


concepts used in mental health”. 


“The Agreement of Brussels, 1924, Respecting Facilities to be 
Given to Merchant Seamen for the Treatment of Venerea) 
Diseases’, World Health Organization Technical Report Series 
No. 150; 1958. Geneva: World Health Organization. 94” x 63”, 
pp. 64, with illustrations. Price: 3s. 6d. 


The report of a study group which met in December, 1956. 


“The Individual Psychology of Alfred Adler: A Systematic 
Presentation in Selections from His Writings’, edited ard 
annotated by Heinz L. Ansbacher, Ph.D., and Rowena R. 
Ansbacher, Ph.D.; 1958. London: George Allen and Unwin, 
Limited. 83” x 53”, pp. 514. Price: 30s. (English). 

The editors’ aim is ‘to make Adler’s contributions to the 
theory. and practice of psychology available in a systematic 
and at the same time authentic form”. 


ey anger aap After Illness and Accident”, edited by, Thomas 
M. Ling, M.D., M.R.C.P., and C. J. S. O'Malley, C.B.B., M.B.; 
1958. London: Tindall and Cox. 8%” x 53”, pp. 126. 
Price: 12s. 6d. (English). 

The subject is considered from ten different aspects by a 
team of seven medical men and an occupational therapist. 
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from one individual. 


Che Wedical Journal of Australia 


SATURDAY, AUGUST 9, 1958. 


THE MENTAL HEALTH OF NEW GUINEA 
NATIVES. 


Parva AND New GUINEA cover an area of 183,600 square 


‘miles and support a population estimated at two million. 


Diversity of language is so great that members of villages 


a few miles apart cannot understand one another without 


an interpreter or lingua franca. Features of the native 
culture which differ radically from the European include 
‘its social system, leadership, marriage customs, the educa- 
tion of children, and the importance of religion and magic. 
Into this culture that of the displaced European com- 
munity to the south is inevitably extending, and this 
‘brings increased responsibility to Australia. Our professed 
aim for the Territories is indigenous self-government, to 
be achieved at some future date. In the meantime, the 
indigenes are increasingly being subjected to .tensions 
-arising inevitably in a great cultural transition, tensions 
which are seriously straining the mental health and vigour 
of the inhabitants. 

Australians and others who are interested in the 
‘administration by this country of Papua and New Guinea 
are referred to a recent.document relating to these issues, 
‘a “Report of a Field and Clinical Survey of the Mental 
Health of the Indigenes of the Territories of Papua and 


New Guinea”, by a psychiatrist, Alex Sinclair, of Mel-. 


bourne. The survey was conducted at the request of the 
Minister for Territories, the Honourable Paul Hasluck. Its 
stated purpose was to report on (a) the mental disease 
pattern of Papua and New Guinea, (0) the effect of culture 
contact on this pattern, (c) plans to improve the mental 
‘well-being of the (native) inhabitants, and (d) an 
‘organization necessary to promote mental health. The 
report has potential value or several levels. On the inter- 
‘national and political level it is evidence of the good faith 
-of Australia in trying to promote an enlightened adminis- 
‘tration of these Territories. On the administrative level it 
will guide the policy of the Government and of the various 


‘departments involved, especially those of native affairs, - 


‘public health and education. On the academic level, the 
‘report is of a pertinence and technical quality to commend 
itself as a text to university departments of psychiatry, 
‘sociology, anthropology, public administration and educa- 
‘tion. It is hoped that it will be published in order to 
foster the emergence of a group of informed individuals 
“who would be a valuable asset to Australia in this field, 
:and who will be needed if the recommendations of the 
report are to be transformed into a living reality. — - 


The report contains an account of features of the native 
culture which relate to mental health. Two of these 
features, the education of children and belief in magic, 
may be singled out as particularly illuminating. With 
regard to the first of these, the report indicates that the 
native child receives discipline from the group rather than 
He is not exclusively the property of 
his father and mother; the group teaches, protects and 
punishes him. Consequently he learns to submit to group 
authority without generating the feelings of rebelliousness 
towards parental authority which cause so much neurosis 
in his European counterpart. In native culture there is 
little evidence of a child’s being emotionally rejected by its 
mother. It is breast-fed for a long period. Parents are not 
concerned with early establishment of bowel and bladder 
control. Children are allowed free verbal expression in 
the presence of elders. They are rarely punished 
physically; a senior luluai said: “If the child misbehaves 


.they smack him. They learned this from the Europeans. 


My father and mother would never punish me.” One of 
the most remarkable observations made in the report is 
the almost complete absence of the mental disorder known 
as endogenous depression. This disorder is commonly 
found to be associated with a long-standing unconscious 
sense of guilt, having its origin in feelings of resentment 
towards one or other parent. The virtual absence of endo- 
genous depression amongst natives may indicate that the 
emotional climate of childhood does not generate a sense 
of guilt. Psychopathy, as Europeans ‘know it, is almost 
equally rare. Judged by Western standards, there is 
relatively little real criminality in the Territory. A 
surprising feature of native gaols is lack of close super- * 
vision of prisoners; escape is rare. Sinclair suggests that 
we should cease to regard psychopathy as an inborn dis- 
order, since if it were, we should expect to find its occur- 
rence in native cultures with a frequency equal to that in 
Western culture. The presumption is that it is an acquired 
disorder related to defective training in childhood. 


Belief in religion, magic and sorcery is stated to be 
universal in the Territory, irrespective of the education, 
sophistication or Christianization of the native. Belief in 
magic and its practice by sorcerers is an incalculable cause 
of fear and wariness in interpersonal relationships, and 
plays a major part in the production of mental illness. 
The ultimate hope of rational blending of European and 
native cultures presupposes that fear of sorcery and 
malevolent spirits will disappear from native belief. This 
truism leads us to a poignant dilemma. Sinclair believes 
that destruction of a belief in supernatural agencies may 
lead to the development of the European reaction of 
anxiety neurosis. It is possible that the native’s technique 


- of rationalizing anxiety at the supernatural level affords 


him better protection than does the white man’s con- 
viction of physical ill-health as a means of rationalizing 
anxiety. The native’s technique absolves him from making 
any adjustments to the, underlying factors causing this 
anxiety. In the figurative sense he leaves the matter very 
truly in the lap of the gods. At the same time, because of 
the native’s belief in magic and his suggestibility, con- 
version hysteria is common. He is also a suitable subject 
for hypnosis, a device used by some Territory doctors for 
minor surgery. Hypnosis can be induced in repetitive 
pidgin: “Skin bolong you i hevi hai i hevi’, and so forth. 
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Dependency has become an important problem. [he 
native tends to frequent the new medical services and to 
wear his adhesive plaster over a minute abrasion as a 
badge of his dependency on doctors. He is not becoming 
dependent merely because’ a medical service is in existence. 
He is simply expressing his dependence, the causes of 
which go deeper. Emotional insecurity produced by 
urbanization is prominent amongst these causes. It would 
seem that’ dependency of natives upon Europeans in the 
Territory is inevitable. ‘The European has the material 
goods and techniques essential for improving the social 
level of the other. This is a basis for physical dependency. 
However, it is the accompanying emotional dependency 
which, if continued in a father-child relationship, produces 
a child who never grows up. He remains a good, compliant, 
submissive and dull fellow without initiative, anxious to 
please the particular power symbol on which he depends, 
and tied by his unexpressed resentment. Of the two main 
agents of authority in the Territory, the Administration 
and the Church, both have much to give the natives, and 
individuals in both groups gain considerable satisfaction 
from giving it. Some are the more anxious to give because 
they hold the view that the native is a simple, under- 
privileged child, but the significant comment follows: 
“Such individuals make kind fathers but produce weak. 
sons.” 


It is especially in ‘the field of medical care that the 


dangers of dependency lie. A psychiatric service in the 
Territory should aim at prevention of neurotic disorder, 
and in attempting this will need to collaborate with the 
anthropologist and sociologist to study those trends which 
result in dependency in natives, and which express them- 
selves in pre-neurotic and neurotic behaviour and attitudes. 
Improved education will undoubtedly be the chief counter 
to the danger of a neurotic and weak culture. The most 
important long-term skills for successful adaptation in any 
community are the social skills, which are in general 
highly developed in native communities. They constitute 


a barrier to the encroachment of mental disease. Social 


. education, such as training in responsibility, the making 


of group decisions and leadership behaviour, should be a ° 


paramount aim of education in Territory schools. Sinclair 
saw many schools from which concepts of this kind were 
absent. Children were being drilled in unintelligible 
jargon by autocratic teachers. Group reliance, respon- 
sibility and ieadership which existed when the children 
first came to school were rapidly being lost. Yet selection 
of administrative personnel is an urgent. problem, and 
there is at present a high wastage rate. Successful 
acculturation of the indigenes depends largely on the skills 
learned from Europeans, and on the attitudes of the 
indigenes towards the Europeans. A “good personality” can 
achieve much with the natives; a “bad personality” can 
cause unfavourable attitudes which may not easily be 
removed. Scientific selection of European candidates for 
administrative departments of the Territory is probably 
more important than for any other government instru- 
mentality in Australia. 


Dealing with his concluding terms of reference, Sinclair 
indicates how plans to improve the well-being of native 
inhabitants must be oriented towards prevention rather 


than merely towards cure. He makes specific recommenda- . 


tions which, if implemented by the Australian Govern- 
ment, should ensure a satisfactory machinery for handling 
these issues. They include: (a) a Commonwealth Advisory 
Committee on Mental Health of the Indigenes of Papua 
and New Guinea, located in Australia, to advise the 
Minister for Territories on matters relating to mental 
health and cultural change; (b) a permanent committee on 
mental health and cultural development in Port Moresby; 
(c) a Mental Health Service, details of which are sug- 
gested in the report. So much for machinery which, how- 
ever good, is never enough. The success of the plan will 
depend on the cooperative effort of Australia’s best trained 
specialists, in some cases over a two-year period of resident 
service. These will include practitioners of psychological 
medicine, psychology and anthropology, as well as mem- 
bers of ancillary services such as the Departments of 
‘Education, Public Health and Crown Law. The plan 


presents a great opportunity and a challenge for Australia. 


Current Comment. 


THROMBOSIS AND EMBOLISM. 


ARTICLES AND LECTURES on thrombosis and embolism 
multiply apace nowadays. In one such article Nelson W. 
Barker! concludes, as most of us do, that “we have not 
really solved the problem of thrombosis”. He emphasizes 
the importance of thrombosis in causing the final occlusion 
in atherosclerosis of the coronary vessels and cerebral 
vessels. Not only is thrombosis a common cause of death, 
but it is also responsible for much disability; so if it 
could be prevented, the seriousness of atherosclerosis 
would be greatly reduced. Factors responsible for throin- 
bosis are vascular endothelial disease and injury, slowing 
of the regional circulation and increased coagulability of 


the blood. Barker notes that thrombosis tends to be~ 


episodic, and that its incidence is low even in patients 


who have conditions known to be complicated by venous 
thrombosis. 


What happens after thrombosis has occurred? There 
is evidence that parts or all of many thrombi disappear 
because of endogenous fibrinolysis; the parts that are not 
lysed undergo fibrosis. The value of anticoagulants is that 
they hinder fibrin formation. Barker discusses the different 
anticoagulants and reviews the surgical treatment of 
localized thrombotic occlusion in large vessels, such as 
removal of thrombi, thrombo-endarterectomy, segmental 


resection and grafting. W. W. Coon and associates’? have ' 


written a “critical evaluation of anticoagulant therapy in 
peripheral venous thrombosis and pulmonary embolism”. 
They recommend (a) prompt administration of heparin 
until the “prothrombin activity” has been reduced to less 
than 30% by one of the oral anticoagulants; (b) main- 
tenance of this anticoagulant effect for three days after 
the subsidence of local pain and tenderness and until the 
patient is fully up and about; and (c) a minimal course of 
“effective therapy” of at least ten days for venous throm- 
bosis and fourteen to twenty-one days for pulmonary 
embolism. In a review of the records of the Ann Arbor 
University Hospital for the decade 1946 to 1955, Coon and 
his colleagues studied 511 patients in two groups, one with . 
venous thrombosis alone and the other with pulmonary 
embolism. Over 77% of the members of the two groups 
were forty years of age or more. The investigators noted 
the close association of thrombo-embolic disease with 
trauma and the high incidence of some form of heart 
disease in association with pulmonary embolism. Diag-. 


1 Circulation, 1958, 17: 487 (April). 
*Surg., Gynec. & Obst., 1958, 106: 129 (February). 
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nosis is net always easy, and there is no reliable laboratory 
tests for the condition; venous thrombosis may be present 
for some time before causing symptoms or signs, and a 
small pleural effusion may be the only evidence of even 
a large pulmonary embolus. A significant proportion of 
the patients developed the thrombo-embolic trouble after 
an operation, most frequently on the fourth or fifth day. 
‘Hemorrhage was a complication of anticoagulant therapy 
in 14-8% of 540 cases, but it caused no deaths and was not 
serious enough to stop the treatment; most of the bleeding 
occurred from the nose, the kidney or the operation wound. 
Coon agrees with Barker that anticoagulant therapy must 
be continued for- at least ten days. Many of the embolic 
complications occurred during the first week of treatment, 
and this emphasizes the fact that anticoagulants have no 
effect on thrombi already present. 


A third recent paper, by William C. McGarity and two 
colleagues,’ is entitled “Peripheral Arterial Emboli”. Here 
it is stated that most of the parent thrombi are situated 
in the left side of the heart, in one of the larger arteries 
oY in one of the pulmonary veins. If there is a septal 
defect, clots in the right side of the heart or in systemic 
veins may give rise to peripheral emboli. Any embolus 
may be one of a series or one of several occurring simul- 
taneously. The adequacy of the blood supply of the limb 
distal to the lodged embolus depends on the site of the 
obstruction, on spasm of the major vessel and its 
collaterals, and on distal or proximal thrombosis. Spasm 
may be relieved by paravertebral blocks, by sympathectomy 
or by local application of papaverine. Thrombosis is 
almost inevitable if anticoagulants are not given. The 
commonest symptom of an arterial embolus is pain at the 
site of obstruction or beyond it. This initial pain is 
followed by pain due to ischemia of the distal tissues. 
Hither type of pain may develop quite slowly. Soon after 
the arterial occlusion colour and temperature changes are 
found, with absent pulsation distal to a complete block. 
As ischemia progresses, weakness (even extending to 
paralysis) is to be expected. All these symptoms subside 
rapidly if the arterial obstruction is relieved early enough 
to anticipate permanent tissue damage. Embolectomy is 
not necessary in every case; the site of the embolus, the 
patient’s general condition, the presence of heart disease 
and the state of the collateral circulation are all relevant 
factors in guiding treatment. An embolus at the bifurca- 
tion of the aorta and in the iliac or femoral artery should 
be removed at once. An embolus in the popliteal artery 
or in an artery of the upper extremity should be removed 
if conservative treatment fails; this includes blocking of 
the sympathetic supply of the limb to relieve spasm, and 
anticoagulants to prevent propagation of emboli’ and to 
ensure the patency of collateral vessels. Intravenous 
administration of papaverine is sometimes of help. Surgical 
treatment includes five procedures: (i) embolectomy, 
which is the best operation; (ii) arteriectomy, with end- 
to-end anastomosis or with replacement by a graft; (iii) 
permanent sympathectomy; (iv) amputation, if gangrene 
is present; (v) mitral commissurotomy in _ selected 
patients, to prevent recurrent emboli. The best results are 
obtained in the upper extremity and in the femoral artery, 
’ but in any case the ultimate result is uncertain, as mary 
of ‘the patients die within the next few years from cardiac 
or cerebral disease. : 


In another interesting communication, N. M. Gibbs’ 
writes on venous thrombosis of the lower limbs with 
particular reference to bed rest. These are some of the 
points that he makes: (i) Pulmonary embolism is as 
common in medical as in surgical patients, and throm- 
bosis of veins is common in all types of disease, with or 
without infection. Chemotherapy has not reduced its 
incidence. (ii) There is no proof that altered coagulability 
of the blood is a factor. (iii) In over 85% of cases the 
thrombosis is in a lower limb; most of the patients are 
over forty years of age and have spent many of their 
waking hours in bed. (iv) The inguinal ligament may 
compress the femoral vein, especially when the patient is 
in the Fowler position, and absence of muscular activity 


1 Burg., Gynec. Obst., 1958, 106: 399 (April). 
Brit. J. Surg., 1957, 45: 209 (November). 


causes stasis of venous flow in the legs. (v) The highest 
incidence of thrombosis is in the veins of the soleus 
muscle. When thrombosis occurs in the femoral vein, it 
is not necessarily a direct continuation of clots in the icg 
veins, but is probably more often a concomitant throm- 
bosis. (vi) Thrombosis occurs most frequently after 
confinement to bed for two to three days after injury to a 
lower limb, and pulmonary embolism occurs most fre 
quently two to three weeks after confinement to bed. 
(vii) Nearly a quarter of the cases of pulmonary embolism 
investigated had no clinical evidence of venous throm- 
bosis, “and only about 5% of fatal embolic complications 
were preceded by the clinical diagnosis of thrombosis. 
Gibbs concludes that “the main problem is to prevent the 


’ trough of inertia’ which follows the admission of a fully 


mobile patient to bed, whereby the physiological environ- 
ment is entirely altered”. He makes the following practical 
suggestions: “The only solution to the problem of pul- 
monary embolism is the prevention of venous stasis... . 
The prophylaxis of venous stasis should begin immediately 
the patient enters hospital. . . . The accent must be on 
mobility throughout the period of hospital stay. ... Active 
movements with frequent alteration of position are 
essential to produce an increased level of basic muscular 
activity, in order to prevent venous stasis. ... The adoption 
of the Fowler position for long periods, besides aggravating 
stasis at the inguinal ligament, also maintains the depen- 
dent position of the soleus muscle and encourages venous 
statis in the intramuscular veins of the leg.” 


WORLD HEALTH ORGANIZATION: ELEVENTH 
WORLD HEALTH ASSEMBLY. 


THE eleventh World Health Assembly of the World 
Health Organization concluded a three-week session on 
June 13, 1958, under the chairmanship of Dr. Leroy EB. 
Burney, Surgeon-General of the United States Public 
Health Service. The Assembly opened on May 28, following 
a two-day special session commemorating the Organiza 
tion’s tenth anniversary, and was attended by delegates of 
all 85 active member States, the largest participation in 
WHO's history. Also in attendance were observers repre 
senting the United Nations and its specialized agencies 
and 32 non-governmental organizations. 


The 1959 programme, adopted by the Assembly, includes 
nearly 800 projects in nearly every country and territory 
in the world; it calls for the extension and intensification 
of the global malaria eradication programme, increased 
smallpox control and a general broadening of programmes 
in the fields of venereal diseases and treponematoses, 
endemo-epidemic diseases, public health administration, 
nursing, maternal and child health, mental health and 
nutrition. To finance this work in 1959, the Assembly 
adopted unanimously its largest budget to date—$14,287,600. 


-The Organization is called upon to steer its health pro 


grammes more than ever toward a primary objective of 
WHO—the strengthening of national public health services. 


One of the subjects to receive considerable attention was 
the malaria eradication programme, as it is evolving 
throughout the world. A significant extension of the work 
was reported by many delegates, showing that eradication 
is now under way in 76 countries, embracing nearly one 
third of the world’s population. However, much greater 
international financing is essential to bring to a successful 
conclusion this first concerted effort to eradicate a major 
disease from the whole world in a relatively short period 
of time. So far, a little over $5,000,000 has been contributed 
to WHO’s Malaria Eradication Special Account, an amount 
only sufficient to complete this year’s programme, Tribute 
was paid to UNICEF for having made substantial con- 
tributions to the programme. The Assembly authorized 
the Director-General to seek funds for malaria eradication 
not only from governments, but from all possible sources, 
including foundations, industry, labour organizations, insti 
tutions and individuals. The Soviet Union delegate 
announced to the Assembly that his Government was 
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donating 100,000 tons of DDT to WHO in furtherance of 
this programme; the U.S.S.R. could also make available 
techniéally qualified experts. WHO was requested to pro- 
mote further research in the field of malaria particularly 
regarding the development of mosquito resistance to 
insecticides. This is in accordance with the policy adopted 
for’ broadening activities in the field of research. 


The Director-General was requested to “organize and 
arrange for a special study of the role of the Organization 
in research, and of ways in which WHO might assist more 
adequately in stimulating and co-ordinating research and 
developing research personnel”. For this purpose the 
Government of the United States is making available soine 
$300,000 to WHO to set up studies for ways and means by 
which research can best be promoted. The U.S. offer was 
first made by Dr. Milton Eisenhower in an address before 
the Tenth Anniversary Session. 


The Assembly showed considerable interest in the 
question of the health aspects of the peaceful uses of 
atomic energy and requested the Director-General to 
investigate concrete measures for dealing with this 
problem. He was called upon to report especially ‘on 
methods for ascertaining and recording the radiation 
exposure of individuals from all sources; for determining 
the relationship between radiation dosage and congenital 
defects; and for notifying the public health authorities of 
congenital defects which might be due to radiation. The 
Assembly action, based on a proposal made by the U.S.S.R., 
joined by the U.S.A. and 21 other sponsoring countries, 
opens the way for the Director-General to aid. under- 
developed countries in the use of radioactive isotopes in 
medicine; and for a study to be made on the effect of 
radiation on human heredity and the relationship of radia- 
tion to health in general. In adopting this proposal, the 
Assembly cautioned WHO to avoid any overlapping or 
duplication of effort with the International Atomic Energy 
Agency, with which it is to cooperate in the field of health. 


The Director-General was requested to study the pos- 
sibilities and the practical implications involved in a 
universal smallpox eradication programme, taking into 
account the financial, administrative and technical factors 
concerned in the development of such a programme, and 
to report his findings to the WHO Executive Board meeting 
in January, 1959. Meanwhile, governments throughout the 
world are urged to continue the fight against smallpox 
with vaccination and revaccination campaigns, and medical 
scientists are called upon to work toward the production of 
improved smallpox vaccine resistant to high temperaturcs. 
It was announced that the U.S.S.R. was donating 25,000,000 
doses of smallpox vaccine to WHO, and that the Cuban 
Government had offered 2,000,000 doses of vaccine annually 
to the Organization, for the control of this disease. 


The subject of poliomyelitis control evoked considerable 
interest. There were reports from a number of countries 
on the successful use of the so-called Salk killed-virus 
vaccine, with complaints from some delegates that its high 
cost prevented its extensive popular use in their countries. 
Keen interest was shown regarding the rather extensive 
experiments now under way in various parts of the world 
in poliomyelitis immunization through the use of the 
attenuated live-virus vaccifie, which is administered orally. 
The Assembly considered that, at this stage, it was too 
early to approve or advocate the popular use of the live- 
virus vaccine. 


WHO has launched into a new area, that of sports 
‘Medicine, as the Assembly called for studies to be made 
in collaboration with the International Federation of 
Sports Medicine, one of the non-governmental agencies in 
official relationship with WHO. The studies will include 
the role gf exercise and training in a constructive health 
programme. There was some opposition to this proposal 
on the grounds that WHO’s budget was too slender for 
diversion to this new programme while infectious diseases 
and other health problems are so widespread. The 
Assembly also decided that, in the future, WHO budgets 
must be approved by a two-thirds majority rather than 
by a.simple majority as at present. In the preliminary 


‘Made by a Joint Committee of the Institute of Child 


debate, the WHO Director-General pointed out that. this 
idea had been considered and rejected by the framers of 
the WHO Constitution, and that he saw in the proposed 
action a danger of creating a precedent by changing an 
essential organizational matter of this kind by merely 
changing the rules of procedure, a view supported by a, 
number of delegates. The prevailing view, however, was 
that a two-thirds majority would strengthen the hands of 
the represenatives when seeking WHO budget funds in 
their respective countries. 


The Director-General presented a very comprehensive 
report, “The First Ten Years of WHO”, which reviews the 
first decade of work in all the major fields of WHO activity 
since its inception in 1948. The Assembly praised the 
report and noted “with satisfaction the progress achieved 
in the development of health services, the reduction of 
communicable diseases all over the world, and the initia- 
tion of eradication programmes in certain 
— notably that of 


A NATIONAL SURVEY OF CHILDREN. 


7 


Tue Institute of Child Health (University of Londor), 
the Society of Medical Officers of Health and the Popula- 
tion Investigation Committee are collaborating to make a 
longitudinal study of the babies born in Great Britain 
during the first week in March, 1946. From time to time 
reports on various topics have appeared in scientific 
journals, and now the main facts about the home back- 
ground, the health and the disease pattern of 5386 children, 
as found during the first five years of their lives, have 
been presented by J. W. B. Douglas and J. M. Blomfield.’ 


Since this study is being made in Great Britain, where 
the basic data includes the social class of the subjects, the 
results can be analysed by social class and thus provide 
some interesting information not available for Australia. 
Despite the marked improvements in child-rearing prac- 
tices over the past few decades, considerable differences 
still exist in the morbidity rates and the death rates 
between the various social classes. In fact the differences 
between the death rates for the children of unskilled 
manual workers and those of professional and salaried 
workers is proportionately greater now than it was a 
quarter of ‘a century ago. Douglas and Blomfield have 
been able to show that this is due to a number of factors, 
including the morbidity rate (especially for lower respira- 
tory tract infections), the standard of maternal care (as 
rated by the health visitor) and the standard of housing 
(which was probably an index of a number of sociological 
and personal factors). 


The chapter on accidents in this book is of interest, for 
it shows that the mothers of the children who had more 
than one accident were more often worried about their 


_ behaviour and health, in the opinion of the investigators, 


apparently without justification. This is a finding that 
would undoubtedly repay further investigation because of 
the high place accidental deaths now occupy in countries 
like Great Britain and Australia. 


The extent to which the mothers in the various social 
classes use existing health services was also investigated. 
The “poor users” had a much higher incidence of prema- 
ture babies and sought medical care at a much later stage 


‘in their children’s illnesses. 


At this time, when there is a rising interest in the 
health of the children of working mothers, the chapter on 
this subject may have useful guides to Australians thinking 
about this problem. The percentage of working mothers 
(in both full-time and part-time employment) varied from 
12% to 34% in different parts of the country. ‘While 


1“Children Under Five: The Results of a National 


(University of London), the Society of Medical Officers of 
Health. and. the Population Investigation Committee’, by 
J. W. B. Douglas and J. M. Blomfield; 1958. London: George 
Allen and Unwin, ae. 84” x 53”, pp. 180, -with eight 
illustrations. Price: 21s. 
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j 
there were undoubtedly individual exceptions, the mothers 
engaged in full-time employment made much less use of 
preventive health services, but it would seem that, in so 
far as physical health was concerned, the children of 
working mothers were not at a disadvantage when com- 
pared with the children of mothers who stayed at home. 

The chapter on prematurity shows some of the dis- 
advantages from which these children suffer; for example, 
during the first two years premature children spent three 
and a half times as many days in ‘hospital as their 
controls. 

Altogether this is a useful book containing a mass of 
sociological data on conditions in the lives of children 
under five years of age in England. Although it is not 
necessarily justifiable to assume that the findings are 
applicable to Australia, they could be pointers to investi- 
— which might be undertaken by health authorities 

ere. 


TRANSPORTATION OF NEWBORN INFANTS FOR 
EMERGENCY SURGERY. 


Tue surgical treatment for most congenital anomalies 
incompatible with the continued survival of an infant has 
reached a high standard, and the principal avoidable 
hazards now are associated with delay in operation and 
difficulties during transportation. As H. C. Bishop' has 
pointed out, a newborn infant with an anomaly incom- 
patible with life should be operated on without delay, and 
his transfer to a centre where satisfactory care can be 
given is an urgent matter, for the salvage rate diminishes 
with each passing hour prior to the corrective surgery. 
All such infants should be given one of the vitamin K 
preparations intramuscularly, and some antibiotic cover 
should be started as soon as the necessity for surgery is 
realized. Bishop recommends an initial dose of 30,000 units 
of aqueous penicillin and 30 milligrammes of streptomycin 
by injection, given at the maternity hospital before trans- 
fer is commenced. Care must be taken to avoid causing 
unnecessary fatigue in these infants by repeated examina- 
tions or over-zealous diagnostic procedures. It is unneces- 
sary for them to have fluids given intravenously, by 
hypodermoclysis or by mouth unless more than thirty-six 
hours have elapsed since birth. The slightly dry infant is 
a better surgical risk than the over-hydrated one. Portable 
incubators are an advantage if they are available. They 
make it possible for an even temperature to. be maintained. 
The heater of the incubator may be able to be worked from 
the battery of the transporting vehicle, or well-wrapped 
hot-water bottles placed in the incubator will serve. [If 
oxygen is necessary, it can be supplied in the incubator 
from an oxygen tank. If an incubator is not available, the 
infant should be well and warmly wrapped. A nurse 
trained in the care of newborn infants should accompany 
the baby and, if necessary, should have facilities for 
aspirating the nose, pharynx or stomach en route. With 
these precautions transfer by car, ambulance or air is 
satisfactory. It is desirable for the father to accompany 
the child if possible, so that the seriousness and prospects 
of the operative procedure can be discussed with him. 

Bishop then goes on to discuss particular anomalies— 
omphalocele, wsophageal atresia, intestinal obstruction, 
imperforate anus and diaphragmatic hernia. In omphalo- 
cele the thin, avascular sac is in danger of rupturing, 
with evisceration and contamination of the abdominal con- 
tents. Early administration of antibiotics is important, 
and efforts should be made to keep the omphalocele sac 
clean and moist. Gauze sponges soaked in an aqueous 
antiseptic solution, such as “Zephiran”, should be placed 
around the sac, and these should be held in place by a 
napkin or wide belly-band. As the infant swallows air, 
progressive intestinal distension is likely to occur, 
straining the large ventral defect and making subsequent 
surgery more difficult. It is an advantage therefore that 
the infant should have a small catheter with several extra 
holes cut into it passed into the stomach and kept un 
constant gentle suction until surgery has been completed. 


1J,4.M.A., 1957, 165:1230 (November 9). 


In this way most of the swallowed air will be removed and 
intestinal distension avoided. 

CGsophageal atresia with tracheo-csophageal fistula 
involves the risk of pharyngeal and mouth secretions, 
which pool in the blind upper pouch of the esophagus and 
will well up into the pharynx and over into the trachea, 
with resulting aspiration pneumonia. The infant shuuld 
be constantly attended by a nurse, who removes these 
secretions gently through a small catheter. The infunt 
must not be fed orally and should have early administra- 
tion of antibiotics because of the very great risk of 
pneumonia. 

Intestinal obstruction, which may be caused by a variety 
of lesions in the newborn, results in repeated vomiting 
with the hazard of aspiration into the lungs, and 
pneumonia. During transportation intermittent suction 
should be applied by means of a catheter passed into the 
stomach through the nose, so that vomiting will be pre- 
vented. This also prevents distension of the stomach and 
upper part of the intestine by air, which would cause 
elevation of the diaphragm with limited respiratory 
exchange. 

Imperforate anus in the female may not be an urgent 
matter, for a recto-vaginal fistula is very often present. In 
the male there may be a fistula to the base of the bladder 
or to the urethra, and a small amount of meconium-stained 
fluid may be passed from the penis. Usually, however, in 
the male there is no fistula that adequately decompresses 
the rectal pouch. Operation is therefore an urgent matter 
in the male. Nevertheless, these infants should be allowed 
to swallow air for ten or twelve hours after birth, and at 
some time between twelve and twenty-four hours after 
birth an upside-down lateral X-ray picture should be taken 
after a radio-opaque mark has been placed on the anal 
dimple. The distance between this dimple and air in the 
rectum will show the distance between the anal dimple and 
the rectal pouch. No effort need be made, therefore, to 
aspirate these babies before transfer, but ‘oral feeding 
should be avoided so as to minimize the risk of vomiting 
with the possibility of aspiration into the lungs. 

Diaphragmatic hernia may be small or large. If it is 
large, with a large amount of the abdominal content in 
the chest and a serious reduction in vital capacity, cyanosis 
and marked respiratory distress may occur. The baby may 
do well for minutes, hours, days or weeks before suddenly, 
and without warning, the intestinal loops in the thorax 
may become further distended, and the delicate respiratory 
balance is upset. Mediastinal shift is likely to occur. 
Since one never knows when this serious complication may 
occur, Bishop strongly urges that all diaphragmatic 
hernias, large or small, symptomatic or asymptomatic, be 
considered surgical emergencies and that operation be per- 
formed without delay. During transfer the infant should 
have a tube passed through the nose into the stomach and 
suction applied to prevent gaseous distension of the loops 
of intestine that pass up through the diaphragmatic defect. 
Oxygen should be available during transport, and it should 
be given if respiratory distress or cyanosis is present. 


A TRIBUTE TO SIR GORDON GORDON-TAYLOR. 


THE issue of The British Journal of Surgery for March. 
1958, is a “Special Gordon-Taylor Birthday Number”, 
marking the eightieth birthday of Sir Gordon Gordon- 
Taylor. In an introductory note Sir Cecil Wakeley pays 
a tribute to Sir Gordon and sketches the distinguished 
contribution that he has made to surgery in the United 
Kingdom and overseas. To Australians Sir Gordon needs 
neither introduction nor commendation. Since before the 
first World War he has been a valuable and practical 
friend to Australians (especially young surgeons) in 
London, and his visits to Australia have been very happy. 
It is significant that more than half the articles in this 
splendidly produced Birthday Number of The British 
Journal of Surgery are by leading Australian surgeons. 
THe MeEpicat JouRNAL oF AUSTRALIA joins with pleasure in 
the congratulations being offered to Sir Gordon and echoes 
the hope, expressed by Sir Cecil Wakeley, that he will 
write his autobiography. 
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Abstracts from SBedical 
Literature. 


NEUROLOGY AND PSYCHIATRY. 


Tuberculous Meningitis. 

G. D. W. McKenprick anp R. J. 
Grosz (J. Neurol., N . & Psychiat., 
August, 1957) discuss the treatment of 
tuberculous meningitis in 58 patients 
under their care between July, 1952, and 
April, 1954. These patients included some 


_in coma, others with gross focal signs, with 


neurological signs, or with only slight or 
no meningeal signs, The mortality was 
related to the severity of the condition 
on admission to hospital. Of the whole 
group, 47 survived. The mortality in the 
group in coma or with gross focal signs 
was about 50%. They treated the patients 
with streptomycin intramuscularly and 
INH by mouth for a minimum period of 
six months, combined with streptomycin 
intrathecally for at least 28 days. They 
consider that intrathecal injections of 
streptomycin are still indicated in the 
treatment of these patients, although 
it is suggested that, with increasing 
experience, the period of intrathecal 
medication may safely be reduced to two 
weeks in certain cases. 


Vasocardiac Effects of the Circle 

of Willis. 

J. L. Poot (Arch. Neurol. & Psychiat., 
October, 1957) discusses the vasocardiac 
effects of the circle of Willis. He noted 
cardiac arrhythmia during operation on 
aneurysmal sacs in the circle of Willis 
under relatively light anesthesia. When 
the anesthesia was deepened the 
irregularities did not occur. Local vaso- 


— of the circle of Willis, proximal or 


to the aneurysm, was observed 
during arteriography, as well as at 
tion. This was often relieved when 
neck of the aneurysm was occluded 

by aclip. It is suggested that the recently 
ruptured aneurysm acts as a source of 
local irritation which seems to produce 
of adjacent arteries. In 

discussing the innervation’ of the circle 
of Willis, it is that this stems 
predominantly from the fifth cranial 
nerve, and possibly also from the ninth 
and tenth, and that the autonomic 
innervation comes from the cervical 


sympathetic system. 


Chlorpromazine. 

P. E. (Am. J. Psychiat., 
September, 1957) reviews the results of 
treatment with Thorazine”’’ (chlor- 
promazine) after two years in a group of 
317 chronically psychotic patients. He 
finds that 96 (2692) of these have been 
released from par during this period. 
The stability of the cure is indicated by 
the fact that only 11 of these patients 
have been returned from parole. Younger 
schizophrenics are more likely to respond 
to an extent sufficient to justify their 
release from hospital, Of the patients 

i in hospital, 65% are still 


improvement follows “ ‘Thorazine ” medi- 
cation, it is maintained for at least two 
years. It appears that prolonged adminis- 


does not lead to the 
, as 85% of the 


or smaller 
en than they were a year ago. 
Some patients who showed little response 
to ‘‘ Thorazine”’ have shown a better 
oo nse to one of the other tranquillizers, 
18 patients treated with “‘ Thorazine ” 
initially are now showing a better response 
to combined therapy. Nursing personnel 
express conflicting opinions as to the 
efficacy of Thorazine’’ medication. 
Toxic reactions to ‘‘ Thorazine ” eo 
continuing to appear after two years 0: 
medication. This 6 emphasizes the fact 
that ataractic therapy must at all times 
be under medical supervision. Main- 
tenance dosages are substantially smaller 
than the dosages necessary to obtain the 
initial therapeutic response. 


Hypothermia and Cerebral 
Vascular Lesions. 

H. L. Rosomorr (Arch. Neurol. & 
Psychiat., November, 1957) describes the 
effects of ‘hypothermia on cerebral vascular 
lesions in experimental dogs. .The left 
middle cerebral artery of a dog was 
resected from its origin to its first major 
bifurcation. Hypothermia was then 
induced and the temperature kept at 

24° C. or less for one hour ; then the dog 
was rewarmed to normothermic levels. 
It was demonstrated that protection 
i infarction was obtained if hypo- 
thermia was initiated within 15 minutes 
of the occlusion and if a temperature of 
24° C. was reached within a total elapsed 
time of 90 minutes. It was concluded, 
therefore, that the use of hypothermia 
after interruption of the middle cerebral 
artery did protect against cerebral infarc- 
tion in the dog. 


Plasticity of the Human 
Personality. 

I. STEVENSON (Am. J. Psychiat., Ange, 
1957), in a paper read at a meeting of the 
American Psychiatric Association, dis- 
cusses whether the human_personali 
is more plastic in infancy and childh 
The belief that this is so is widely held 
today. After a comprehensive review of 
the relevant data, including much of 
rather recent origin, the author concludes 
that there is no compelling evidence of a 
predictable relationship between child- 
training ice and later personality. 
He states that severe psychological 
stresses can have as marked effects in 
adulthood as in infancy and childhood, 
sometimes even having ter effects 
in adulthood than in childhood. Important 
personality changes occur after childhood, 
in the absence of 
disappearance of mar psychologi 
disorders. Infants reared according to 
ostensibly ideal methods of infant care 
show no greater immunity to mental 
illness than do other children reared 
differently. Infants reared under 
apparently inadequate or harmful circum- 
stances rig not develop psycho- 
logical disorders. Resemblances between 
patterns of behaviour in children and 
adults can be explained without the 
hypothesis of a special ge 
or vulnerability of personality in chil 
hood. The initial immobility and the 
prolonged physical dependency of children 

> mer adults places them at a special 

disadvantage in that = cannot readily 


tration of the 
development of to 
patients are receiving identical 


change their environments to obtain new 
experiences. A lack of new experiences 
may give to the personality a pattern 
which appears more fixed than it really is. 
The author concludes by stating that the 
assumption that the human personality 
is more plastic in infancy and childhood 
than in adulthood remains unproven. 
Much further research in this area is 
needed, and this research may eventually 
show that the human personality is more 
plastic during childhood in some respects, 
but not in others. 


Schizophrenia. . 

L, ALEXANDER AND M. Moore (Am. J. 
Psychiat., January, 1958), in a general 
review of the subject, state that schizo- 
phrenia is considered to be a series of fairly 
characteristic patterned syndromes, pos- 
sibly each with its own pattern of develop- 
ment, and treatment must be balanced 
to suit the individual patient. There 
appears to be a great variety of benign 
and malignant forms of schizophrenia. 
Variables affecting prognosis favourably 
are: recent onset, high intelligence, 

relatively unimpaired capacity for abstract 
categorical thinking, good educational 
background, better than average occupa- 
tional status, stress-induced onset, and an 
autonomic reaction pattern (adrenalin- 
mecholyl test pattern) similar to that of 
depressions. The authors consider that 
schizophrenic illnesses in highly intelligent 
adolescents (pseudoschizophrenic neuroses) 
respond well to psychotherapy. Schizo- 
phrenic -patients showing an 
mecholyl test pattern similar to that of 
depressions respond well to electro-shock 
therapy. Patients with epinephrine- 
precipitable anxiety do better with 
insulin and the new drugs. Response to 
all types of treatment declines with 
duration of illness ; this is most markedly 
so for the shock and coma therapies, 
somewhat less for the drug therapies 
and for psychotherapy, least for frontal 
lobotomy. 


Rauwolfia in the Treatment of 
Schizophrenia. 

W. Matamup, W. E. Barton alit 
(Am. J. Psychiat., September, 1957) 
report on & comparison of six derivatives 
of rauwolfia used in the treatment of a 


series of chronic schizophrenics who had . 


been in hospital for two years or more. 
The therapeutic results were compared 
among themselves and with. results 
obtained with the use of placebos. The 
patients were selected with consideration 
of adequate matching and were 

psychiatrically before treatment. The 
samples varied in number from 15 to 34. 
The course of their illness was system- 
atically studied during the administration 
of the treatment and for a period of six 


months to one year after the termination 


of the treatment. The comparison of the 
effects of both drugs and placebos was in 
terms of changes in specific behaviour 
items, as well as the general assessment 
of their clinical status and in 
the hospital or outside as judged by the 
hospital personnel. The drugs 

from one another in terms of the degree of 
beneficial effect on the general condition 
of the patients, some thay more effective 
than others; all the were more 
effective than the placebos. The most 


striking contrast is observed in the 


receiving “ Thorazine”’. When behavioural | 
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(“ Rescamine ”’), which ranks first and 
the placebos seventh. This difference is 
only relative. At the end of the follow-up 
period of the patients treated with 
rescinnamine 29% were improved and 
71% unchanged or worse, whereas the 
figures for the placebos were 16% 
improved and 84% or worse. 


Electro-Convulsive Therapy for 
Elderly Patients. 

G. E. Wourr (Am. J. Psychiat., 
November, 1957) reports that over a 
period of four years he has treated with 
electro-convulsive therapy, in _ the 
Camarillo State Hospital, 505 patients 
suffering mostly from chronic brain 

me. Of these, 350 were elderly, 
mostly bedridden, and more or less in 
need of general care. A few of these 
have been so mentally disturbed that in 
ite of their age they have received 
therapy for more than 
three years, and without exception have 
benefited from it. Some patients need 
maintenance treatment weekly, some 
every two weeks, some each month or 
longer. After a level of improvement has 
been reached, the next treatment is 
given as soon as the slightest regression 
is observed. 


* PHYSICAL MEDICINE AND 
REHABILITATION. 


Intermediate Prosthesis after 
Amputation. 

H. J. Bucer, W. anv J. 
Gricsspy (Arch. Phys. Med., January, 
1958) report the results of seven years’ 
experience of the use of an intermediate 
prosthesis in the physical rehabilitation 
of the lower extremity amputee, with 
five illustrative cases. They describe the 
intermediate prosthesis, which is relatively 
cheap, and functionally is comparable 
to a permanent prosthesis, It is used 
for therapeutic testing, as a tem 
i for the 


purposes. Its use is indicated pe oy 
the rehabilitation programme. It aids in 
reducing the period of time spent in 
hospital and also the cost of hospital 
treatment. Training difficulties » are 
and the stump is_ better 
for permanent prosthetic wear. 
intermediate prosthesis programme 
is psychologically sound; the patient 
becomes a member of a group of 
individuals who, for several weeks to 
come, are to be of considerable im 
in the restoration of his ability to walk. 
The instruction of the patient prior to 
amputation, meticulous attention during 
the immediate post-operative period and 
the use of the intermediate prosthesis 
early in the post-operative — 
the patient in his efforts 


encourage 
overcome his disability. Early use of the 
intermediate prosthesis helps to prevent 
the patient from. losing his ambulatory 
sense, Phantom limb phenomena are 
reduced in incidence and intensity. Pain 
is * @ less frequent problem. The 
ear bearing 
obviate 


and ambulation 


delayed prosthetic ambulation. The 
patient’s interest is maintained, and the 
=. manufacturer has an easier stump 
to fit. 


Stair Climbing as Exercise. . 

G. G. Himscusure (Arch. Phys. Med., 
January, 1958) state that stair climbing 
is a valuable method of strengthening 
the trunk and lower extremities and of 
developing lower extremity coordination, 
of gait training, and of providing graded 
exercises in cardiac or respirato - 
abilities. The main advantages of stair- 
climbing exercises as compared to standard 
exercises are: (i) greater effectiveness ; 
(ii) easier availability; (iii) greater 
economy in personnel .and equipment ; 
(iv) applicability to patients who are 
not able to carry out standard exercises 
because of mental and psychological 
limitations. Necessary requisites for the 
use of stair climbing are: (i) that the 
supporting leg can be fully extended ; 
(ii) that the exercised leg can be lifted 
on to the step ; (iii) that the body can be 
elevated to the height of the step by 
active extension of the exercised leg. 


“*Myotonic Discharges ”’ in 
Electromyography. 

‘J. Goopeorp anp K. ©. ARcHIBALD 
(Arch. Phys. Med., January, 1958) present 
the results of an electromyographic study 
of 36 children with the diagnosis of 
progressive muscular dystrophy in the 
electrodiagnostic laboratory at the 
Institute of Physical Medicine and 
Rehabilitation in New York City, with a 
brief review of the literature. They state 
that the occurrence of chains of high- 
frequency oscillating electrical potential 
combined *with a characteristic ‘dive 
bomber” audio output is most usually 
associated with the classical myotonias 
(myotonia congenita and myotonia 
dystrophica). In their opinion, such 
characteristic potentials are most likely 
@ manifestation of increased muscle 
irritability, and are also seen in a variety 
of conditions including progressive 
muscular dystrophy, progressive muscular 
and various peripheral neuro- 
pathies. 


Visuo-Spatial Impairment in 
Hemiplegics. 

V. B. Carrottn (Arch. Phys. Med., 
January, 1958) has studied the implica- 
tions of m visuo-spatial impair- 
ment in a group of left hemiplegic patients, 
on the basis of Schuell’s Minnesota Test 
for Differential Diagnosis of Aphasia. 
The object of the study was to determine 
whether there was any consistency in 
language deficits with non-dominant 
hemisphere lesions. The clinical material 
comprised every patient with a history of 
only one right hemisphere v 
episode admitted to the Elizabeth Kenny 
Institute from December, 1956, to July, 
1957, and three patients at the Minneapolis 
Veterans Administration Hospital in 
June, 1957. The total number was 20, 
the age range was from 37 to 77 years, 
and the educational range was from fifth 

to college graduate. Every patient 

had a cerebro-vascular occlusion or 
hemorrhage ; two patients had demon- 
strable left homonymous hemianopsia. 


The author states that in about 75% of 


cases the patient with a dominant hemi- 
sphere lesion and resultant aphasia has a 
relatively good prognosis for return of 
functional language. His primary problem 
is reduced auditory retention span and 
inability to recall language patterns. 
Even with concomitant visual or sensori- 
motor problems, his functional recovery 
is limited only by necessarily longer 
treatment, for he responds with a typical 
learning curve. The non-dominant hemi- 
sphere patient appears to have a 
homogeneous set of problems concerned 
with a deficit in judgement about visuo- 
motor, temporal and spatial concepts 
which do not respond to any known 
therapy, because these patients appear 
unable to generalize in relearning. There- 
fore, from a vocational point of view, 
these less obvious problems of the left 
hemiplegic patient may actually present 
greater placement problems in the long 
run than they do for the aphasic patient 


with a good prognosis, 


Rehabilitated for Living. 

M. Hoperman anv B. H. Lipron 
(Arch. Phys. Med., February, 1958) 
present a follow-up study of graduates of 
the Joseph Bulova School of Watch- 
making, whose disability resulted from 
injury or disease of the spinal cord or 
from tuberculosis or cardiac disease. 
They were selected because of the severity 
of the disability and the difficulty usually 
encountered in vocational placement. 
The study showed that achievements 
attained by teamwork could be retained 
and utilized by the patient when he was 
on his own, at least in relation to the three 
categories studied. There’ was a low 
incidence of readmission to hospital in the 
tuberculous and cardiac graduates. In 
the paraplegic group the incidence was 
higher; the authors consider that that 
may be due to paraplegics’ apparent 
indifference concerning routine medical 
care. This was borne out in part by their 
attitude to standing and walking; para- 
plegics who discontinued standing and 
walking while at school had never 
resumed those activities. The earnings 
for all the graduates compared favourably 
with national statistics of earnings for 
normal persons who had received a 
similar type of training. The participation 
of many of the graduates in community 
affairs seemed to indicate that they were 
slightly more interested in such activities 
than normal persons. The authors 
conclude that from the economic, social 
and community viewpoints the disabled 
persons studied had truly been rehabili- 
tated for living. 


Rehabilitation in Morquio’s 
Disease. 

R. T. McReynotps anp O. L. 
Huppteston (Arch. Phys. Med., February, 
1958) describe the case of a boy, aged 
seven years, suffering from Morquio’s 
disease complicated by paraplegia and 
decubitus ulcers. A programme of 
physical treatment was instituted, which 
increased his vital capacity from 42% to 
82% of normal. The child, who had been 
bedridden, was also able to walk with 


‘ long leg braces and crutches, and became 


sufficiently independent to carry on 
cheerfully the activities of daily living. 


= 
between 
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Special Article. 


REHABILITATION: III. THE PATIENT WITH 
RHEUMATOID ARTHRITIS. 


WHEN one realizes that rheumatism in some form has 
been estimated in the United States of America to affect 
about one in twenty of the population, the necessity {for 
careful planning of programmes of treatment for the victims 
of this disease is obvious. 

In many other fields of rehabilitation the pathological 
process is limited, as in an amputee, the deformity becomes 
static, the patient can be evaluated, and a progressive pro- 


gramme can be pursued. In arthritic disease one is dealing . 


with-a condition of unknown etiology subject to remissicns 
and exacerbations and of doubtful prognosis.’ In this field 
more than in all others the progressive treatment must be 
governed by the patient’s reactions with the emphasis 
constantly on prophylaxis. ° 

Strictly speaking, with modern methods in the treatment 
of this disease there should be little deformity to correct if 
rehabilitation measures have begun with prophylaxis and 
careful attention to detail when the patient presents with 
the complaint of pain referred to joints. 


In a special article such as this it is not appropriate to 
spend time on a description of the clinical manifestations 
of the disease, but it is most important to establish an 
accurate diagnosis as soon as possible and to keep the 
patient constantly under observation—with lengthening 
intervals for visits to impress on the patient that progress 
is being made. The early diagnosis is very difficult in many 
cases, but where it is suspected the victim should not be 
dismissed and told that there is no treatment available for 
these diseases. We hear this story so frequently in the 
clinics that every opportunity is used to impress the general 
practitioner with the importance of early prophylactic 
measures to protect affected joints until the diagnosis is 
established; when this has been decided, half an hour spent 
in writing out details for the patient will save much pain 
and suffering and future disability. 


A broad coordinated plan covers the medical and psycho- 
logical aspects of the patient, as well as his or her social 
and vocational problems, with a detailed evaluation of each 
joint. Recording these details is time-consuming, but 
objective data must be available to assess progress or regres- 
sion—one cannot remember accurately the state of all joints 
at the last interview. 

When a detailed programme is being worked out the basic 
needs of the individual are: (i) to perform his acts of daily 
living; (ii) to retain straight knees and mobile feet ior 


ambulation; (iii) to prevent deformity of wrists and retain — 


maximum finger movements; (iv) to remain at or return to 
work and retain independence and self-respect. 


The methods adopted during the acute phase differ from 
those necessary for the joints in chronic burnt-out disease. 
The acute stage requires prophylactic rest with measures 
to relieve muscle spasm and preserve movement. This can 
be achieved by the application of light dorsal splints for 
hands and long leg plaster back splints from mid-thigh to 
foot for lower extremities; these should be bandaged on with 
erépe bandage, to be removed twice daily to allow a full 
range of passive movement for all joints. Active rehabilita- 
tion measures should not begin until the patient can perform 
activities without aggravation of his disease or disability; 
a physical measure should ever be pushed to the point of 

n. 

In many countries overseas, and even in New Zealand, 
there are special hospitals for the victims of joint disease, 
but in Australia there are so. few beds that our methuds 
have to be modified to home care or an attempt to keep the 
patient at work; we have become so accustomed to this type 
of care that our observations overseas make us feel that 
the indications for complete bed rest are fewer than has 
been thought. Hospitalization is necessary: (i) Where there 
is acute disease with unsatisfactory housing and lack of 
home attention. (ii) With multiple joint involvement in a 
very acute phase where skilled nursing and teamwork are 
essential to prevent joint deformity. (iii) Where the patient 
can afford hospitalization-and prefers it. 


In a home-care programme the usual routine is to take a 
careful history of the day’s activities from waking to 
retiring. This includes the details of the acts of daily living, 
of his job components and transport requirements, and also 
of his hobbies and sporting interests. 


The joint evaluation is matched against these facts, and 
limitations are imposed where strain is likely to injure 
inflamed joints, it being borne in mind that for ambulation 
knees must be straight, and for acts of daily living and work 
efficiency shoulders, wrists and hands require to be mobile 
and flexible and grip to be. retained. These specific juint 
instructions are explained and written out. General instruc- 
tions include: (i) Eight hours in bed each night. (ii) One 
hour with feet up and knees straight in the middle of the 
day whether at home, eating lunch in the park or in the 
office with limbs elevated on a chair or a stool. (iii) A 
normal, well-balanced diet with’ adequate proteins, vitamins 
and fluid, and no food fads. ‘ 


Basic Needs of the individual. 
1. Maintain Acts of Daily Living. 


Acts of daily living must be maintained at all costs. These 
are toilet, feeding, dressing and transport. If painful, swollen 
hands make the manipulation of ordinary eating utensils 
difficult, adjustments are made to the handles of knives and 
forks with “Perspex” or other suitable material. Long- 
handled combs, powder puff, etc., help patients with painful 
shoulders, elbows and wrists to keep an interest in their 
appearance. Aids for putting on stockings without bending 
painful knees, putting on shoes with a long-handled shoe- 
horn, and elastic laces, all make the day-to-day routine 
more efficient. 


2. Retain Straight Knees and Mobile Feet for 
Ambulation. 


The patient’s position when in bed must be carefully 
watched. The golden rules are: (a) Keep straight knecs 


supported by a back splint, avoiding knee pillows, which | 


cause flexion deformities. (b) Adopt measures to keep the 
feet dorsiflexed, with a plaster splint and footpiece or a 
pillow and footboard in the bed to prevent the pressure of 
tight bedclothes. (c) When the patient is walking, arrange 
for suitable shoes which are not too heavy. As was men- 
tioned in consideration of the acute phase, a range of pas- 
sive movement twice daily for all joints is essential. 
Exercises for the thigh extensors to maintain stability of 
knees for walking is very important. 


Sport like golf, which needs walking on uneven ground 
with a great activity of limbs, is stopped in the early stages. 
Bowls seems to be pleasant and can be played without much 
harm. Tennis and other team games in which the patient 
plays at the pace of able people are to be avoided during the 
acute stage. The patient must be encouraged to adopt a 
routine that will keep mind and hands occupied with due 
regard for all joints involved. 


3 Prevent Ulnar Deformity of Wrists and Retain 
Maximum Finger Movement. 


Light dorsal plaster splints from the junction of the upper 
and middle third of the forearm to midway between meta- 
carpophalangeal and proximal interphalangeal joints, with 
the wrist dorsiflexed to 35°, should be worn at all times when 
the patient is resting; if these are, made of “Perspex” or 
some of the modern acrylic materials, they can be worn 
during many activities. Flexor muscles, being stronger than 
the extensors, while severe spasm is present tend to retain 
the hand in this position unless every effort is made tc 
prevent it. Splinting helps to overcome painful spasm and 
sv to avoid atrophy in bad anatomical position, which comes 
easily to muscles affected with rheumatoid arthritis. 


Finger movements can be assisted by wax baths, which 
are comforting and relieve spasm preparatory to exercises. 
Another useful method is to move the fingers in a tray of 
sand with an infra-red lamp above it to maintain the 
warmth. 

Shoulder movement is essential for full upper extremity 
function. The deformity to be avoided is adduction and 
internal rotation. A pillow in the axilla when the patient 
is in bed prevents this deformity, and careful passive move- 
ments gradually up-graded prevent adhesions and retain 


muscle tone in the shoulder girdle. Heat with warm moist 


packs or short-wave therapy is very helpful. 


4. Retain or Regain a Job. 


To retain or regain a job: (a) the patient must have work 
tolerance of eight hours daily, five days a week; (b) he 
must have satisfactory transport facilities which do not 
cause undue fatigue, such as standing in buses and strap- 
hanging; (c) the work components should be known so that 


seats can be adjusted and an attempt made to prevent bad 


positioning of limbs; while sitting for long periods at 
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repetitive processes, for example, typists can learn to work 
efficiently with wrists supported, etc. 


When cooperation in all these details has been established, 
a programme of drug therapy is added with analgesics for 
pain. This is a serious disabling disease, and should not be 
made worse by the addition of drugs whigh cause bone 
marrow depression or add drug addiction to the patieni’s 
problems. Chloroquine in carefully graded doses is the 
newest form of treatment; when the side-effects are over- 
come by careful management, it appears to be one of the 
most rewarding of the new therapeutic measures. Drug 
therapy without a properly organized programme of prophy- 
lactic care is very unscientific. 

If the condition is diagnosed early, and the measures 
detailed above are carefully followed, there should be no 
necessity for long periods of rehabilitation at a later stage. 
Joints which remain resistant to these measures plus drug 
therapy can be helped very much by injections of hydro- 
cortisone after all fluid has been aspirated; this helps to 
prevent stretching of the capsule and maintains them in a 
good position of function. 


When the acute phase has subsided, a more active pro- 
gramme of physical therapy can be instituted with gravity 
eliminated in whirlpool baths or in an ordinary bath or pool. 
These exercises can be graduated through passive move- 
ments to active exercises gravity assisted; any pain will 
cause reconsideration and readjustment of the programme. 


Occupational therapy should be integrated with physical 
therapy to translate the exercises into interesting activities 
with the same goal in view. The details of gadgets for the 
acts of daily living and vocational training are the province 
of the occupational therapist, but it is essential for all 
members of the team to cooperate for the good of the 
patient. Constant conferences are necessary to integrate 
all services and smooth out details of therapy which over- 
lap. .Adjusted looms, cord knotting and rug making are all 
very suitable for upper extremity training in arthritics. The 
bicycle-fretsaw and other foot-adjusted apparatus, even 
an ordinary sewing machine, help to maintain mobility of 
lower extremity joints and strengthen quadriceps extensor 
muscles. Dr. Phillip Hench and Dr. Frank Krusen have 
geared a programme of exercises for the arthritic around 
ordinary household chores of polishing for shoulder move- 
ment, sweeping, dusting, etc. If the patient is confined to 
bed for an initial period, diversional therapy is essential, the 
patient gradually gaining interest for the later programme. 


' Physical therapy for the arthritic needs the minimum of 
machines. The main principles, are to maintain general 
muscle tone in the whole body and in unaffected limbs by 
light stroking massage and gentle trunk exercises. 


In the affected parts every treatment period will be 
initiated by some form of heat. This can be produced by 
infra-red lamp, warm’ moist packs, hydrocollator pads or 
wax baths—or whirlpool bath if available. Then the 
exercise programme graduates through passive movements 
and muscle setting, through exercises with gravity partly 
eliminated to. light active exercise. Resistance exercises are 
added when the acute phase has passed. If a patient does 
not present for treatment until serious deformities are 
established, the extent of limitation and weakness is 
determined and noted; then the handicap produced by the 
disability is determined. Occupational therapists and physio- 
therapists working together adjust the patient to the 
handicap as well as they can. If crutches are necessary, 
crutch-walking is taught. Wheel-chair techniques and 
transfer are necessary where flexion deformities of knees 


have become established, preventing satisfactory ambulation.., 


Gait-training between walking bars helps to gain confidence 
and restore muscle power and joint movement. In the early 
stages the attending doctor can detail the necessary prophy- 
lactic measures to the patient, and they can be carried out 
anywhere. If deformity becomes fixed, the resources of a 
rehabilitation team become necessary to work out the best 
future for the patients and to teach them some form of 
ae which will not cause exacerbations of the 


Conclusion. 

To summarize, the following points need emphasis: 

1. In every patient presenting with joint symptoms take 
a careful history, do a full physical examination and make 
a positive diagnosis. Do not call the condition fibrositis and 
give a bottle of medicine and some liniment. 

2. Be guarded in discussing the patient’s future, but avoid 
implanting the idea of crippledom in a wheel-chair. 
. 8, Reassure the patient and gain his cooperation in an 
attempt to maintain a programme of joint prophylaxis. 


4. Take an active interest, telling him to return at stated 
intervals for observation and discussion of problems. 


5. If ordering physical therapy or occupational therapy, 
write a specific prescription with the necessary limitations 
to be noted. The members of the ancillary services are 
trained to work under the physician’s orders, and he is 
responsible for the patient. 

6. Review the patient frequently, always creating an 
atmosphere of hope and cheerfulness, with emphasis on 
progress as a reward for careful attention to instructions. 

M. Naomi WING. 


Dut of the Past. 


In this column will be published from time to time 
extracts, taken from medical journals, newspapers, official 
and historical records, diaries and so on, dealing with events 
connected with the early medical history of Australia. 


ADVERTISING BY MEDICAL MEN. 


[From the Australasian Medical Gazette, January, 1893.] 


In the opinion of the Committee [of the South Australian 
Branch of the B.M.A.], any advertising by members of the 
profession should be for the convenience of the public 
only and should be confined to business notices. 


They consider that legitimate advertisements are those 
that relate to Starting in Practice, Change of Residence, 
Partnership Arrangements and Times of Vaccination by 
Public Vaccinators. While it is not advisable as a general 
rule to advertise Temporary Absence from Home and Return 
after such absence, it may be allowable in certain cases. 


The Committee are of opinion that all advertisements 
should be limited to three insertions in any one paper, and 
that it should not be permissible to include in an advertise- 
ment any reference to Qualifications, Plan of Education, 
Past or Present Appointments, Intention to Practise in any 
Specialty or Scale of Fees. 

The Committee also consider that Advertising by Case 
should be discountenanced as well as Advertising by 
Circular except when sent to the practitioners’ own private 
patients. 

Signed on behalf of the Committee. 

; T. W. Corsin, Chairman. 


Correspondence. 


Is ACUTE MYELOBLASTIC LEUKAIMIA KONRAD 
RGONTGEN’S DISEASE? 


Sir: Wilhelm Konrad Réntgen discovered X rays in 1895 
and died in 1923. The speed of medical technology being 
what it is, we can easily overlook the fact that he was 
virtually a contemporary of ours. So his relatively cheap 
mechanized substitute for careful thought has become in the 
last twenty years, inter alia, a toy for shoe salesmen, a stage 
prop for dentists, a club for medical insurance referees, a 
cloak for repatriation minions and a sop for Cerberus at 
convalescent homes (Has: he had his chest X-rayed?’). 

Whether these pranks can be related to the increase in 
acute myeloblastic leukemia I do not know, but the radio- 
logical history of a man, aged forty-six years, under my care 
at present may be worth noting. The patient has been 
subjected to the procedures listed. (The chronology shows 
the year, type of diagnostic X-ray examination, and the 
proved or the psychological reason for each X-ray examina- 
tion, in that order.) 

1942: Opaque meal and opaque enema (renal calculus). 

1943: Examination of skull (renal calculus). 

1944: “Full” spinal X ray (renal calculus). 

1945: Intravenous pyelogram (which demonstrated the 
renal calculus); retrograde pyelogram (followed by 
nephrolithotomy); three series of intravenous pyelo- 
grams (lithophobia). 
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1946: Intravenous pyelogram (lithophobia). 

1947: Feet in shoe shop X-ray machines six times (hetero- 

suggestion). 

1948: Dental X rays (to “fit” dentures; heterosuggestion). 

1955: X ray of chest, repeated annually (as the patient 

says, “That is the law’). 
A series of three intravenous pyelograms (ureteric 
calculus passed). 

1956: Right knee X-rayed six times (IDK). 

1958: Right knee X-rayed twice; left knee twice (bumped 

in hospital). + 
April 14, X ray of thoracic and cervical spine (to 
exclude malignant metastases). “ 

April 16, myeloblasts observed in peripheral blood. 
July 22, seventh packed cell transfusion (26,000 
myeloblasts, etc., per cubic millilitre of peripheral 
blood). 

The above history of extensive diagnostic radiation of the 
whole of the patient’s erythropoietic system over the past 
sixteen years (150 pictures) was elicited only today. I had 
been too sceptical of the alleged relationship of X ray to 
leukemia to inquire carefully about it previously. I am no 
longer quite so sceptical, seeing that readily available diag- 
nostic use of Réntgen’s ray is as recent as the increased 
incidence of acute leukemia in adults. — 


Could this be cause and effect? 


Yours, etc., 
607 New South Head Road, Goprrey Harris. 
Rose Bay, 
Sydney. 


July 22, 1958. 


A SECOND MEDICAL SCHOOL IN N.S.W. 


Sir: This Association notes with concern the Summary of 
Recommendation taken from the report of the Advisory 
Medical Committee on the establishment of a second Medical 
School in N.S.W. 


Paragraph 4 of this Summary states that a medical course’ 
suitable for training the general practitioner may be suitably 
provided in one premedical and four medical years, and 
paragraph 5 mentions post-graduate studies in surgery, 
obstetrics and other subjects culminating in the degree of 
Bachelor of Surgery. Whilst the precise meaning of para- 
graph 5 is not plain to us, it is difficult to escape the con- 
clusion that a shortened course, including less than adequate 
training in obstetrics and surgery, is considered sufficient 
qualification for general practice, whilst qnother year or 
more is to be given to those who intend to confine their 
activities to the more narrow avenues of medical practice. 


It is pointed out that at present training for general prac- 
tice is poor enough, mainly because the training of medical 
students and immediate post-graduates is almost entirely in 
the hands of specialists, and that any reduction, especially 
at the expense of obstetrics and surgery, can only be 
expected to aggravate the situation. It is the opinion of 
this Association that implementation of these recommenda- 
tiofis could only result in a déterioration in status of the 
general practitioner and deterioration in the quality of the 
medical service available to the people of New South Wales. 
The more able students would without doubt be lost to 
general practice, where they are needed, and attracted tu 
the specialties, which are already overcrowded. It is noted 
that the great majority of the Advisory Medical Committee 
have never had experience of general practice. 

Yours, etc., 
D. C. HENCHMAN, 
Secretary, Central Southern 
Medi 


Melbourne Buildings, ical Association. 


‘July 24, 1958. 


THE ROLE OF SPECIALISTS IN TECHNICAL FIELDS. 


Sim: I would like to deplore the habit of specialists in 
technical fields giving advice on management of patients at 
the end of their reports on a purely technical procedure. I 
have before me an otherwise excellent report on a single 
pair of postero-anterior and lateral chest X rays which 
concludes: “I recommend that a thoracotomy be performed 


.3.45 p.m., 


on this patient.” The patient assures me that he was neither 
questioned nor examined by the radiologist concerned. I 
have similarly seen specific doses of anti-thyroid drugs 
recommended at the end of a B.M.R. report. F 
These unsolicited suggestions coming from an untrained 


person, or at least one not actively engaged in the day-to- 


day management of such patients, are an impertinence. 
Apart-frem the ethics involved in such an usurpment of the 
role of the general practitioner and his clinical consultant, I 


“would suggest that a legal misdemeanour has also been 


created, and that if in fact the above patients did not require 
thoracotomy or anti-thyroid therapy, the technical specialist 
would be exposed to a claim for negligence, in that he 
omitted to question and examine a patient before recom- 
mending potentially dangerous therapy. 
Yours, etc., 
H. P. B. Harvey. 
135 Macquarie Street, 

« Sydney, 

July 25, 1958. 


jOost-Oraduate Tork. 


THE POST-GRADUATE COMMITTEE IN MEDICINE IN 
: THE UNIVERSITY OF SYDNEY. 


Course in Obstetrics and Gynzcology. 


Tue Post-Graduate Committee in Medicine in tne 
University of Sydney announces that a course in obstetrics 
and gynecology will be held at The Women’s Hospital, 
Crown Street, Sydney, from Monday to Friday, September 
1 to 5, 1958, under the supervision of Dr. Ian Brake. Enrul- 
ments will be limited to fourteen post-graduate students in 
residence and twelve attending as external students. 
Professor Jorgen Lovset, M.D., Professor of Obstetrics and 
Gynecology in the University of Bergen, will be guest 
speaker. The programme will be as follows. 


Monday, September 1: 9.30 a.m., welcome by chairman of 
staff, Dr. J. N. Chesterman; “Stress Incontinence” (illustrated 
by film), Professor Jorgan Lovset. 11.15 a.m., “New Hormones 
for Old Endocrine Problems”, Dr. A. Grant. 2 p.m., “Methods 
of Examination and Diagnosis in Gynecology”, Dr. S. 
Devenish Meares. 3.45 p.m., “Placenta Previa Problems”, 
Dr. D. H. McGrath. : 


Tuesday, September 2: 9.30 a.m., “Abnormal Presenta-_ 
tions”, Dr. F. A. Bellingham. 11.15 a.m., ward rounds 
(obstetrics), Professor Jorgen Lovset. 2 p.m., Sterility Clinic 
demonstration, Dr. A. Grant and Dr. R. Mackey. 3.45 p.m., 
“Gynecology in Obstetrics”, Dr. R. Mackey. 


Wednesday, September 3: 9.30 a.m., Cesarean section 
demonstration, Dr. J. N. Chesterman. 11.15 a.m., pediatrics, 
Dr. S. E. L. Stening, Dr. C. W. Lee and Dr. R. H. Vines. 
2 p.m., “Prevention of Toxemia”, Dr. R. B. C. Stevenson. 
“Active and Passive Management of Breech 
Deliveries” (illustrated by film), Professor Jorgen Lovset. 


Thursday, September 4: 9.30 a.m., “Use of Modern Drugs 
in Pre cy”, Dr. Richmond Jeremy and Dr. Hales Wilson. 
11.15 a.m., Medical Clinic, case demonstrations, Dr. Helen 
Taylor and Dr. T. I. Robertson. 2 p.m., “Atypical and Typical 
Forceps Deliveries” (illustrated by film), Professor Jorgen 
Lovset. 3.45 p.m., “Induction of Labour’, Dr. R. D. Macbeth. 


Friday, September 5: 9.30 a.m., outpatients (gynecology), 
“Prolapse of the Uterus”, Dr. M. Drummond and Dr. R. M. 
Bowman. 11.15 a.m., ward rounds (obstetrics), Professor 
Jorgen Lovset. 2 p.m., “Shock in Obstetrics’, Dr. W. G. 
McBride. 3.15 p.m., question time (questions to be submitted 
in advance). 5 p.m., cocktails. 


Information. 

Written application, enclosing remittance for attendance 
as a resident or external student, should be made at an early 
date to the Course Secretary, The Post-Graduate Committee 
in Medicine, 131 Macquarie Street, Sydney. Enrolments will 
be made in order of receipt of fees and the list will be 
closed as soon as the required number of applications is 
received. The fees for attendance are £8 18s. 6d. (including 
board and residence) or £6 6s. (external attendance). Candi- 
dates may take up residence on Saturday afternoon, August 
30, after 4 p.m. Telephones: BU 4497-8. 


Week-End Course in Mental Deficiency. 


_ The .Post-Graduate Committee in Medicine in the 


University of Sydney announces that a week-end course in 
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mental deficiency, under the supervision of Dr. Patricia 
Kirton and limited to ten selected candidates, will be held 
at the Newcastle Mental Hospital, Watt Street, Newcastle, 
on Saturday and Sunday, September 27 and 28, 1958. The 
programme will be as follows. 


Saturday, September 27: 9.15 a.m., introduction: classifica- 
tion and general concepts of mental deficiency, Dr. Patricia 
Kirton. 10 a.m., demonstration of cases of pre-natal origin, 
Dr. Patricia Kirton. 12.45 p.m., luncheon at the hospital. 
2 p.m., demonstration of cases of para-natal and post-natal 
origin, Dr. Patricia Kirton. 4.15 p.m., discussion. 


Sunday, September 28: 9.30 a.m., management of grossly 
retarded defectives, Dr. Patricia Kirton. 10 am., “Mon- 
goloidism”, Dr. John Muller. 11.15 a.m., “The Autistic Child 
in Relation to Mental Deficiency”, Dr. Patricia Kirton and 
Dr. David Moore. 12.45 p.m., luncheon at the hospital. There 
will be an afternoon visit to St. John of God Training Centre, 
Kendal Grange, Lake Macquarie, via Morisset. 


The fee for attendance is £4 4s., and early written applica- 
tions should be made to the Course Secretary, The Pust- 
Graduate Committee in Medicine, 131 Macquarie Street, 
Sydney. Telephones: BU 4497-8. 


Diploma Courses. 


Part I courses for the four diplomas of D.A., D.G.O., D.L.O. 
and D.O., of the University of Sydney, will be held for a 
period of eleven weeks from September 1 to November 14, 
1958. The fee for attendance on each course is 35 guineas. 


Part II courses for the four diplomas of D.A., D.G.O., 
D.L.O., D.O., of the University of Sydney, will be held for 
a period of three months from November 17, 1958. The fee 
for attendance on each course is 40 guineas. 


Method of Enrolment. 


Application for enrolment on these courses should be made 
to the Course Secretary, The Post-Graduate Committee in 
Medicine, 131 Macquarie Street, Sydney, from whom copies 
of the diploma regulations and other releyant information 
may be obtained. Telephones: BU 4497-8. Telegraphic 
address: “Postgrad Sydney.” 


Motes and Mews, 


“Atoms for Peace” Exhibition. 


Impressive preparations are being made to present Britain’s 
achievements in the field of nuclear energy to the world at 
the second International Exhibition of the Peaceful Uses of 
Atemic Energy, which is to take place in September. The 
exhibition is sponsored by the Nuclear Energy Trade’s Asso- 
ciation of Great Britain, but it is to be held in Geneva. 
Seventy-nine British firms will occupy stands at the 
exhibition, and the United Kingdom Atomic Energy 
Authority is cooperating to support Britain’s claim to a 
leading position in the scientific and industrial development 
of the atomic age. 


Anyone visiting Europe this coming autumn might well 
find it worth their while to include this exhibition in their 
itinerary. 


A Binder for the Journal. 


Readers who like to keep their copies of THm MppicaL 
JOURNAL OF AUSTRALIA filed for reference may now obtain a 
convenient binder for the purpose. Each binder holds 26 
egpies of the Journal and may be used as a file for current 
issues or as a permanent binder for each half-yearly voluine. 
The individual issues are readily inserted or withdrawn as 
desired. Bound in navy blue leather cloth with the Journal’s 
name, in gold on the spine, the binders are available from 
the ‘Australasian Medical Publishing Company Limited, 
Seamer Street, Glebe, at 22s. 6d. each (plus postage, 1s. 6d.). 


The University of Adelaide. 
The Shorney Prize. 


The Shorney Prize, established for the purpose of 
perpetuating the memory of the late Herbert Frank Shorney, 
M.D., F.R.C.S., Lecturer in Ophthalmology in the University 
of Adelaide from 1926 to 1933, will be offered for the tenth 
time in 1959, and will be for work in ophthalmology. The 
relevant clauses of the statute are as follows: 


DISEASES NOTIFIED IN EACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED JULY 19, 1958." 


New Australian 
Disease. South Victoria. | Queensland. South Western Tasmania. Northern Capital Australia. 
Wales. 4 Australia. Australia. Territory. Territory. 
Ancylostomiasis 3 1 2 3 
Ant oe es oa 
1 é fa 1 
(St. Vitus) .. 1(1) 1 
rrhoa (Infantile 1 15(13 2 4 27 
sentery (Bacillary) 4(1) (1) 2 8 
F is ae ‘ oe + 
ydat; ie as 1 ae 1 
Infective Hi tis. 49(25) 10(6) 9(4) 1 5(2) 1 1 at 16 
Meningococcal Infection 5(3) on 7 
Puerperal Fever 1 1 wa 2 
Rubclla 14(5) 1 3(2) 42(37) ae 60 
Fever .. 25(14) 1915) 4(2) 6 ae 1 55 
Tetanus 1 ow oe os 1 
1oma ag xe 1 ae 1 
Tuberculosis ee $4(21) 10(8) 11(2) 10(8) 4(4) 2 8 9 
Typhus (Flea-, Mite- and 
ch borne) ee oe oe 1(1) oe . 1 


2 Figures in parentheses are those for the metropo'itan area. 
* Infection contracted outside Australia in one case. 


8. 
ow Fever .. eo oo ee oe 
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8. A post-graduate prize, to be called The Shorney Prize, of 
the value of £100, shall be awarded to the candidate who, in 
the opinion of the examiners, has made the most substantial 
contribution to knowledge in the subjects of ophthalmology 
or of diseases of the ear, nose and throat. 

4. The recipient must be a graduate of an Australian 
university. 

5. The material submitted for the prize may be either a 
thesis or published work in medical or scientific literature. 

6. Each candidate must declare that the work described is 
his own. 

7. The prize shall be offered for competition from time to 
time as the accumulations of the fund permit. 

8. The prize shall be offered at least twelve months before 
the last day for the receipt of applications. 

9, The prize shall not be awarded on any oceasion unless 
in the opinion of the examiners the material submitted is of 
sufficient merit. 


Applications, accompanied by three copies of the evidence 
which the candidates wish to submit in support thereof, 
should be addressed to the Registrar, the University of 
Adelaide, and must be delivered not later than July 31, 1959. 


<i 


Ropal Gustralasian College of Surgeons. 


INSTRUCTION IN CLINICAL SURGERY. 


A SHORT course of instruction in clinical surgery will be 
held in Melbourne from Monday, August 18, to Friday, 
October 10, 1958, for the benefit of those who are preparing 
for the Final Fellowship Examination, which begins on 
Friday, October 17, 1958. It is anticipated that the majority 
of entrants for this course will be senior resident medical 
officers from the various hospitals, and, therefore, the time 
which they can be spared from duty will be limited. For 
this reason the course will be restricted to afternoon sessions 
each week day, beginning at 4 p.m. . The course will be held 
at the Royal Melbourne, the Alfred, St. Vincent’s and Prince 
Henry’s Hospitals in rotation. The fee for the course is ten 
guineas. Applications for entry should be made to the 
Secretary of the College at Spring Street, Melbourne, C.1, 
and a cheque for ten guineas enclosed. Entrants will then 
be advised in detail of the schedule of instruction. 


— 


Wevdical Appointments. 


Dr. Hal Selle has been appointed Chairman of the N.S.W. 
Hospitals Commission. 

Dr. Allan B. Lilley has been appointed Director of the 
N.S.W. State Cancer Council. 

Dr. A. T. B. Jones has been appointed Honorary Con- 
sulting Surgeon at the Royal Adelaide Hospital, Adelaide. 


Dr. H. A. McCoy has been appointed Honorary Consulting 
Radiologist at the Royal Adelaide Hospital, Adelaide. : 

Dr. M. Schneider has been appointed Honorary Consulting 
Ophthalmologist at the Royal Adelaide Hospital, Adelaide. 

Dr. A. W. Wall has been appointed Honorary Consulting 
Anesthetist at the Royal Adelaide Hospital, Adelaide. 

Dr. R. E. Gristwood has been appointed Honorary Clinical 
Assistant, Ear, Nose and Throat Department, at the Royal 
Adelaide ‘Hospital, Adelaide. 


Dr.’ C. S. Haughton has been appointed Senior Medical 


Officer, Mental Hygiene Branch, Department of Health, 


Victoria. 
Dr. B. S. Hetzel has been appointed eenrnry Physician 
to The Queen Elizabeth Hospital; Adelaide 


Dr. J. A. Bonnin has been appointed Senior Clinicai 
Pathologist and Deputy Director of the Institute of Medical 
and Veterinary Science, Adelaide. : 


Dr. C. W. Whitchurch has been appointed Government 
Maticnl Officer at Queensland. 


sBominations anv Elections. 


THe undermetitioned have applied for election as members 


of the New South Wales Branch of the British Medical / 


Association: 


‘receiving ‘THE MxpicaL Jo 


Dimitriadis, Periclis, M.D., Athens (registered in accord- 
ance with the provisions of Section 17 (1c) of the 
Medical Practitioners Act, 1938-1958), 55 Mooramie 
Avenue, ae New South Wales. 

Sternberg, H L., L.M., R.C.P. (Ireland), L., L.M., 
RCS. (Ireland), 1956, 87 Denham Street, Bondi, New 
South -Wales. 

. La Vere, Graham Vaughan, M.B., BS., 1957 (Univ. 
Sydney), 790 Pacific Highway, Chatswood, New | 
South Wales. ‘ 


<i 


Deaths. 


following death has been announced: 


IrRELAND.—Ernest William John Ireland, on July 26, 1968, 
at Hobart, 


Diarp for the Month. 


Avuc. 12—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 

Aua 14.—New South Wales Branch, B.M.A.: Public Relations 
Committee. 

Ave. 15.—New South Wales. Branch, B.M.A.: Ethics Com- 


mittee. 
Ava. 18 Victorian Branch, B.M.A.: Finance, 
Library Subcommittee 


House and 


Wedical Important Motice. 


MEDICAL PRACTITIONER requested not to apply for 
appointment mentioned below - without having first commu nicated 
with the Honorary Secretary of the Branch concerned, or 
with the Medical Secretary of the British Medical Associati on, 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Medical Secretary, 135 Macquarie 
Street, Sydney): All contract practice en ors in 
New South Wales. Anti-Tuberculosis Association of New 
South Wales. The Maitland Hospital, 

South Australian Branch (Honorary Secre' , 80 Brougham 
Place, North Adelaide): All contract ice appointments 
in South Australia. 


Evitorial Motices. 


articles submitted for in this Journal shoul 
be typed with double or treble spaci Carbon copies should 
not be sent. Authors are Beco to avoid the use of 
abbreviations and not to underline either words or phrases. 
References to articles and books should be carefully checked. 
In a reference the following information should be given: 
e of author, initials of author, zoar. full title of nae 
name of journal, volume, number of tt page of the article. 
The abbreviations used for the titles of journals are those 
adopted the Quarterly Index . Ita 
reference e to an abstract of a B yr the name of the 
original FaaRloo py together with that: of e journal in which the 
abstract has appeared, should be given with full date in each 
ins ce. 
Authors niggoe illustrations are asked, if ble, to 
awings, graphs. and diagrams, and prints from the original 
or otographic in ‘or re! uction 
to seek the of the Bait itor. 
Original articles forwarded for publication are understood to 
be offered to MenpicaL JourRNAL or AusTRALIA alone, unless 
the contrary is stated. 


All should be addressed to the Biitor, 
MeEpicaL JouRN usTraLia, The Printing House 
Street, Glebe, I New South Wales. (‘Telephones : MW Ww 

Members and subscribers are requested to notify the Manager, 
Tue MepicaL JOURNAL OF AUSTRALIA, er Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this Journal. =~ penngarnent cannot accept any 
responsibility or recognize an im arising out of non-recei) 
of journals unless | is received within one mon 


SUBSCRIPTION RaTES.—Medical and not 


URNAL OF AUSTRALIA irtue of 


membership of the Branches of the British Medical 
in Australia 


can become subscribers to the app ving 
to the Manager or through the usual ents ari iksel 

Subscriptions can commence at the 

and are renewable on December 31. 

within Australia and the British Commonwealth 

and £6 Fh annum within 

payable in advance. 


Nations, 
. America . and foreign countries, 


